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Section 1Transformation andQuality Program Details

(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed
A. Projectshort title: Project 80: Trauma Informed Netwio

Continued or slightly modified from prior TQSR Yes 1§ No, this is a new project

If continued, insert unique project ID from OHA: 80

B. Components addressed
i. Component 1Social determinants of health & equity
ii. Component 2 (if applicableEChoose an item.
ii. Component 3 (if applicableChoose an item
iv.  Does this include aspects of health information technology?YesH No
v. If this project addresses social determinants of health & equity, which domain(s) does it address?
A Economic stability A Education
A Neighborhood and build environment 'H Social and community health
vi.  If this project addresses CLAS standards, which standard does it primarily adtinesse an item
C. Component prior year assessmeriticlude calendar yeassessment(s) for the compent(s) selected
with CCQOor regbn-specific data.
In 2018ColumbiaPacificCC@®@a . 2F NR 2F 5ANBOG2NE @20GSR G2 KANB | { Sy
county-level networks tasked with finding interdiscipiry approaches to building resilience and implementing traum
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informed policies, programs, and best practices across sectors at a community level. One of-tieentoggals of the
network is to improve quality of care and services to improve outcomeshitairen and families and improved
resilience that bufferste health and social effects of adversity.

Outreach, recruitment, and community education about the trauma informed networks continued throughout 2021. By
January 2022, 26 organizations in Glat€ounty and 34 in Columbia County had formally joined gteaorks by signing

a letter of commitmentColumbiaPacificCCO continued to facilitate participative processes in each county to support
the member organizations to continue t@sign the network by finalizing the steering committee resgibitities,

launching the sector workgroup and working together to-mlt the community launch events (see below).

In April 2021 ColumbiaPacificCCO supported leaders in both networks to formally launch the networks in public virtual
launch events. Launch events in both counties included speakers and action planning and raised awaaenesseof
childhood eventsACE} childhood trauma and rdgnce as well as the aims of the networks to combat these issues in
the larger communityThe launch events were publicized in local media, social media channels and through each of the
service providers and community organizations that belong to the agktsvand serve OHP members. We also
coordinated with theClatsop and Columbi@ommunity Adisory Councils to invite OHP members to these special
events Spanish language interpretation was offer&d Columbia County, the launch event also included a panel
discussion with representatives from similar initiatives from around the Pacific Nortwyesshared their experiences
implementing trauma informed approaches and resiliency initiatives. Additionally, Columbia @ostdéyg a special
evening parenhight to support parents to help children manage their emotions. Network members requssed

special event to offer immediate support to children and their parents in light of the emotional challenges brought by
the COVIEL9 pandemic. To prepare for theunch,ColumbiaPacificCCO supported network members to identify core
teams within each member organization who will lead the TIC and resiliency initiatives for that organization (2021
Activity 1 successfully completed

Following the launch events, each network also launched four sector workgroups, one for each of thiedalectors:
healthcare, education, child welfare and community. Each sector workgroup is headed by-tvait one who is

elected by the sector wigroup and one who is the sector representative to the steering committee. Sector workgroup
charters wee developed which include the sector workgroup purpose, goals, procedures, roles and responsibilities and
member assignments. Each sector workgroup negularly in 2021 and set up a monthly meeting schedule for 2022.
Additionally, each sector workgroupanxined priority areas in their sector from the strategic plan and developed a
timeline for 2022 to prioritize what they will be working on togethertlsey can all be on the same page with their goals
and plans for moving forward (2021 Activity 2 complgted

2021 Activity 3 postponed until Spring 2022: While the trauma informed, ACEs and resiliency building trainings were
postponed due the ongoing chahges related to COVALD®, they are currently scheduled to take place in April 2022. In
particular, thehealth care sector in Clatsop and Columbia counties was overwhelmed by the surge of local€OVID
cases in the summer/fall of 2021. Additionally, mafpur member organizations, particularly in the health care and
education sectors, struggled througho2®21 to adapt to changing conditiorstaffing challengesnd increased
workloads, making it more difficult to take on additional commitments. Atsame time, TIC has become even more
important due to the collective trauma endured by children, famitiad communities in 2020 and 2021 due to the
extended pandemicand compounding existing traumabat, unfortunately, affecedthose already atisk toa greater
degree.ColumbiaPacificCCO responded by providing additional support andisig down when necessary, allowing

the networks to help communities recover from the trauma inflicted by the CQ9lpandemic without overwhelming
them. We hope to involve all network members in these cresstor trainings irR022, with a special focusn

community organizations serving underserved populations in the health care, education, child welfare and community
sectors.

Please note that the &isop County network postponed their planned examination of the intersection of childhood
trauma and rac@m due to COVHD9 pandemic related overwhelm.
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Gaps identified: most participative processes involved organizations that serve OHP members ratit@rdEhanembers
directlywith the notable exception of the launch events. In 20€8JumbiaPacificCCO will support community
organizations to adopt trauma informed processes and approaches that will help them better support and engage
vulnerable community members including OHP members. For example, one of the elements of the trauma informed
approachegaught to the community organizations in the workshops proposed for 2022 includes community
participation and creating feedback loops to hear directly from those who are most vulnerable and those who utilize the
services including OHP membetalumbiaPacificCCO will help member organizations develop plans to implement

these tenets in their organizations.

D. Project context For new projects, include justification for choosing the project. For continued projects,
provide progressd date $nce project inception.

In 2018, community engagement staff@blumbia Pacifi€CO facilitated a roadshow of the findings of its community

health assessment at events where participants from a range of backgrounds including @HErenend Community

Advisory Council members were asked to vote on what the CCO should set &othemnity Health Improvement

Plan CHP) priorities. Of the 147 people who voted across the 15 events, 55% voted that tranforened care should

be ColumbiaPacifi€ @umber one priority, which is more than double the share of the vote of the second highest

priority. The Community Advisory Councils have consistently recommended it be a chief priority inRren@ lih

practice as well, often sygmrting trainings and eents, but desiring a more systematic response. Thagjtavioral Risk

Factor Surveillance SysteBRFSSlata related to Adverse Childhood Experiences are not reported regularly by region

or county and not systematically collectadother venues, & suspect that the BRFSS estimate that one in five (1:5)

Oregonians have experienced four or more ACEs is a low estimate both statewide and in our region. This suspicion is

based on what social and health data we do have access to.

Asa communitybasedpartnerNB f A y i ad N} 6S3e> (KS&S ySi&dNgeiectvadz&si 0
such, the time since Board approval and specialist hire in 2018, time has been spent dobgitdisty work including:

1 Gathering natinal, state, and local data from sources such as BRFSS, the DHS County Data@iheks,
Department of Educatioramongothers. This data focused on what is known around specific Adverse Childhood
Experiences, as well as known signs that ACBwxavalent such as health and social outcomes.
Gathering community input from a variety of local viewpoirgpresenting needs aoss sectors.
Sharing resources, data, and research about the importance of building resilience and the impact of AZEs local
Building and nurturing relationships with community partners in Clatsop and Columbia counties.
Working with partners to buildtsategic plans that highlight data as the basis for action and establish
strategies, interventions, desired oute®s, and indicators of success.
9 Collecting initial baseline data to measure progress against the indicators in the strategiopiarin8icators
will utilize existing data sources including Oregon Health Authority, Oregon Department of Education and DHS.
However, due to the limited nature of county level data for Clatsop and Columbia counties, network member
organizations will needbtcollect some of the needed data themselv€slumbiaPacificCCO hopes to complete
this baseline in 20220sthat member organizations can begin strategic plan projects.
1 This body of work takes a long view because by its nature it is an intervention that focuses on upstream
strategies and interventions. This meahmay be multiple years, or even generatiobefore the benefits of
the work are demonstrated by populatidavel or CC@evel data. As such, a variety of process measures are
mixed in with longerterm indicators chosen to help demonstrate progress arallided in the logic models.

=A =4 =4 =4

Asexplainedin F NIi /> fFad @SFNRa o0SYyOKYIN]J & FyR GFNBSGA 4SSN
prerequisites to being able to move to quantitative monitoring or concrete activities. For example, the&iihe
data collection will be coordinated ithe sector workgroups that were formed in 2021.

In supporting network member organizations during the COVID era, the following lessons were learned:
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1 Traumainformed efforts already underway in some seaan the target communities; instead of regimng

work, build on what has already been done

Use a framework to structure collaborations (i.e., collective impact)

Identify and invest in developing TIC champions across sectors

Create a common language for cressctor collaboration

Somesectorsd6 Qi NBO23IyAT S GKS AYLRZNIIFIYyOS 2F R2LIGAYy3I ¢l

= =4 =4 =4

Since the project inceptiorGolumbiaPacificCCO facilitated a process in each county to support member organizations
to design the networks including bringing togettmember orgaizations for collective impact visioning and designing
network architecture. Network architecture in each county includes a charter, roles and responsibilities, trauma
informed principles, vision, mission, and values. Each network createdign plan wh action items in each of the
following key areas: leadership and strategic planning, membership and citizenship, network activities, resources, and
communication and knowledge circulation.

ColumbiaPacificCCO worked closelvith member @ganizations in each county to finalize the strategic plans developed
in collaborative community workshops held in December 2019 in each county. These patrticipatory processes engaged
local health service providers, school districts, commuaiganizationsnonprofits, local government agencies and
community members in determining the most pressing needs and priority areas for trauma informed and resiliency
building efforts in each county. Both networks approved their strategic plans in 2020

As describedh section A, in 202Columbia Pacifi€CO supported the networks hold community launch events in
both Clatsop and Columbia Counties and establish 8 sector workgroups (health care, education, child welfare and
community). The trauma iformed, ACEs and resiliency building trainings were postponed2@#l due to the
pandemic.

E. Brief narrative description

In 2022 ColumbiaPacificCCO will continue to work across sectors with member organizations in Clatsop andbi@olum
counties to build a trauma informed network in each county. Sectors represented in each network include healthcare,
education, child welfare, criminal justice, linsss, and community. Each network has a steering committee and six
sector workgroups mde up of local volunteers from member organizations or the community at large. Within the
steering committee and the sector workgroups, member organizations work tegédhadvance the initiatives in the
strategic plan, reduce childhood trauma, heal A@Ed,build resilience in children and families. Member organizations
commit to adopt trauma informed practices and to support each other on this journey. In 2022 ealitimbiaPacific
CCO support, the networks will roll out a series oihirays to help member organizations implement trauma informed
approaches in their respective organizations and develop two websites for community awareness raising and
communication.

¢CKS YAaaArzy 27F (GKS /[t Ga2L) / 2 deois and yithid thecdidmurdityito atldpt & 0 dzA f
trauma informed practices, increase protective factors and prevent and heal childhood trauma in children, families and
communih Sa ®¢ ¢KS YAaairzy 2F GKS ySig 2-d¢ktor dolabodtianf stievigiverr  / 2 dz
capacity of organizations and promote community awareness to prevent and heal childhood trauma and build resilienc
in children and familiesforahef G KA SNJ / 2f dzYo Al [/ 2dzyGeéedé¢ tf S &S aSS (KSE
below.

Resilient Clatsop County Member Organizations

Jaruary 2022
1. Astoria School District 11. Clatsop County 20. Helping Hands
2. Awakenings by the Sea 12.  Clatsop Juvenile 21.  Jewell School District
3. Clatsop CASA Program, INC. Department 22.  Knappa School District
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O N O

10.

N

o gk

N

10.

Clatsop Behavioral Health 13.

Clatsop Community Aion

Clatsop County Public Health 14,
Columbia Memorial Hospital 15.

Surset Empire Park and 16.

Recreation District

The Harbor 17.

WarrentonHammond School

District 18.
19.

Coastal Family/Yakima Far 23.

Workers Clinic

Columbia Pacifi€CO 24.
Consejo Hispano

Department of Human 25.
ServicegDistrict #1)

Riverside Community 26.
Outreach/Every Chl

Seaside Publitibrary
Seaside School District

Northwest Oregon Housing
Authority

Northwest Regional
Education Service District
Orggon State University
Extension (Clatsop County)
Providence Seaside Hospita

Columbia CountyChildhood Trauma Informed Network Member Organizations

Adventist Health Tillamook @ 11.
Medical Group, Vernonia 12.
Clinic 13.

Amani Center
CASA for Childrerfo

Multnomah, Washington and 14.
Columbia Counties 15.

City of St. Helens

Clatskanie School District 16.
Columbia Community Mental 17.

Health

Columbia County 18.

Columbia County District

lGdGd2NySeqQa h¥ 19
Columbia County Public 20.

Health

Columbia County Treatment - 21.

Courts

January 2022

Columbia Pacifi€CO 22.
Columba Pacifidcood Back 23.

Columbia River Fire +
Rescue Scappoose Rural F

Protection District 24.
Community Action Team 25.

Department of Human

Services (District #1) 26.
Iron Tribe Network 27.
Legacy Medicabroup St. 28.
Helens 29.

Northwest Oregon Housing
Authority

Northwest Regional ESD  30.

Oregon Health & Science

University Scappoose Clini¢ 31.
Oregon Law Center 32.
33.
34.

Rainier School District
Riverside Community
Outreach/Every Child
Columbia

SAFE of Columbia County
Sanae School of
Horsemanship

Scappoose Public Library
Scappoose School District
St. Helens School District
Tillamook County
Transportation District/NW
Rides

United Way of Columbia
County

Vernonia School District
WildFlower Play Collective
Youth Ea

Golumbia Health Services

ColumbiaPacificCCO has reached out to every culturally specific organization and all organizations that serve
systemically underserved and vulnerable communities that we have been able to locate to date. Whtiameotisly
seeking to reach out to underserved commurstignd will continue that outreach to determinigthere are any

culturally specific community organizations not yet involved in the networks. As studies show that vulnerable groups ar

more likely b report higher ACEs, the work for the netwoddsicluding raising awareness of ACEs and childhood
trauma among service provideggnherently benefits these populations.

The target populations are children and their families in Clatsop and Columbitiesowith a special focus on
vulnerable and underserved palations who are more likely to bear the burden of higher ACEs.

This project is participatory and grew out of a community initiative based on a felt community need: leaders in Clatsop

and Columbiaounties contactedolumbia Pacififor support in developing trauma informed networkSolumbia

PacificCCO has supported leaders in Clatsop and Columbia counties to design and establish the trauma informed

networks with tie end goal being to embed them into each community. Gumetwork initiatives were prioritized and
developed in a participatory community strategic planning workshop and will be further developed together with
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partners in each sector workgroup. Effodiee collaborative across sectors as community organizati@ntner together
towards a common goal

F. Activities and monitoring for performance improvement

Activity 1 description Offer trauma informed, ACEs and resilietheyding training acrossestors with a special focus

on member organizations and service providers who serve vulnerable populations in Clatsop and Columbia counties. T
training will be held virtually due to current pandemic conditions. As such, ibevpbssible to hold justree training and

reach both counties.

'H Short term o® Long term

Monitoring measure | Add text here

1.1

Baseline or current Target/future Target met by Benchmark/future | Benchmark met
state state (MM/YYYY) state by (MM/YYYY)
O trainings 1 training held 06/2022 One training held | 06/2022

for both counties;
50 people trained
in TIC in each
county; increase
knowledge of
trauma informed
care and NEAR
science in target
counties

Activity 2 description Offer 8workshops to trauma informed care champions and core teams within network member
organizations to help them implement trauma informed approaches in their own organizations with a special focus on
member organizations and service provisi@vho serve vulnetde populations in Clatsop and Columbia counties. These
practical followup trainings will support member organizations to develop their own plans to adopt trauma informed
practices.

'H Short term o Long term

Monitoring measure | Add text here

2.1

Baseline or current Target/future Target met by Benchmark/future | Benchmark met
state state (MM/YYYY) state by (MM/YYYY)
0 workshops held 8 workshops held | 12/2022 8 workshops held, | 12/2022

4 in each county;
32 champions
trained; increase
practical
knowledge of
adopting and
implementing
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trauma informed
approaches

Activity 3 descripton: Develop and establish the Trauma Informed Care (TIC) and Resilience Fund. The purpose of the
TICand Resilience Fund is to help the trauma informed networks in Clatsop and Columbia counties move towards
becoming selkufficient and sustainable. ThéCland Resilience Fund will support projects from the network strategic
plans.ColumbiaPacificCCO will contract with a foundation to administer the Fund and will coordinate together closely
to put the fund infrastructure into plac&olumbiaPacificCCO will support each steering committee to develop a clear
and transparent grant review process and to serve as the grant review committee for their county.

'H Short term o® Long term

Monitoring measure | Add text here

3.1
Baseline or current | Target/future Target met by Benchmark/future | Benchmark met
state state (MM/YYYY) state by (MM/YYYY)
0 TIC and Resilience| 1 TIC and 12/2022 ColumbiaPacific 12/2022
Funds Resilience Fund CCboard of
created directors invested
resources to create
the TIC and
Resilience Fund;
clear and

transparent grant
review process
developed; invite
network member
organizations to
apply for grants

Activity 4 description:Develop two websites, one for dametwork,to facilitate the work of the networks in each
county andto help community members and organizations connect with and learn about the networks, childhood
trauma and building resilience.

'H Short term o Long term

Monitoring measure | Add text here

4.1

Baseline or current | Target/future Target met by Benchmark/future | Benchmark met

state state (MM/YYYY) state by (MM/YYYY)

0 2 websites 12/2022 Websites 12/2022
developed developed for

Page9 of 60 Last updated3/14/2022



OHA Transformation and Qu#} Strategy(TQS) CCOColumbia PacifiECO

each netwok

Sectionl: Transformation andQuality Program Details

(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed
A. Project short title Project 74: Equity Data Guidelines

Continued or slightly modified fro prior TQS?'H Yes R No, this is a new project

If continued, insert unique project ID from OHXDpject 74

B. Components addressed
i. Component 1Health equity: Data
i. Component (if applicable)CLAS standards
ii.  Component 3 (if applicableEhoose an item.
iv.  Doesthis include aspects of health information technolog¥® Yes No
v. If this project addresses social determinants of health & equity, which domain(s) does it address?
A Economic stability i Education
A Neighborhood and build environment i Scaial and community health
vi.  If this project addresses CLAS standards, which standard does it primarily addreSgHect and maintain
accurate and reliable demographic data to monitor and e&td the impact of CLAS on health equity and
outcomes ad to inform service delivery
C. Component prior year assessmeriticlude calendar year assessment(s) for the component(s) selected
with CCOor regionspecific data.

Columbia Pacific CGQespopulation level data to guide strategy, impropepulation health, and inform program
developmentWithout an equityinformed approach to data, we run the risk of furthering disparities as opposed to
addressing and eliminating health disparities, which is our misdtda.vital to improve the&eomprekensivenesand
reliability of ourequity-informeddata; but data alone cannot achieve health equity. The power of data depends on our
ability to wield it in a way thaidentifiesdisparities and interrupts harmful patterns. Towahis end, wehad directed

our 2021TQS attentiorand effort on the following activities:

1. Develop a Data Equity Guide and train staff on egmityrmed data practices.
2. Support our provider network with technical assistance on egnifgrmed data pradtes and disaggregation.

Develop a Dat&quity Guide and train staff on equitinformed data practices.

LYy SINI& HaumMI OGKNRdAAK | O02fflFo62NFdAGPS STF2NI 2F GKS
Equity Advisoraninitial version of the Data Equity Guidas drafted with recommendations for integrating equity
principles into data analysis and data visualization.
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To add additional perspective, the Data Equity
Guide, was next vetted through several
CareOregon interal committees including the

Equity Divesity & Inclusion (EDI) Steering
Committee, the Data Governance Committee, ar S

a community of practice for analysts and s ‘
developers. After this internal feedback process,

in April 2021, the Data Equity Guide receized llluminating non-dominant group experiences

final review from the consultant who $pired the
work, Tusk Consultingand the Guide was shared

with the Alliance of Culturally Specific Providers. e e coveeny

/ I NB h NEDESiefd Commitiee further

advised that the Guide become an official ‘

Topic Areas

* Don't set “whiteness” as the standard
‘ * Disaggregate your data

CareOregon refence document and approved :EZ?TEL? ﬂ:q?:;:iit:srzln? ff:nhcie e
the development of a companion data equity

video training to be accessible through A
[ NBhNB3I2yQa &l T BytheNd k
end of2021, the Data Equity Guide was fine
tuned, and the companion Data Equity Training * Present the data to convey reality

was ceveloped, recorded, and underwent two \?
pilots with separate groups of CareOregon staff.
The Data Equity Guide and Training baen sent +Be a data advocate

G2 [/ I NBmaxkBtBEggpatenent for

editing. This draft recording will then be reviewec

o0& /I NBh NB&egdership &ans O dzi

Pending feedback, the next stgqasto finalize all materials and upload them into CareU to be available for alirstaff
early 202.

* Language frames chart titles

* Sacrifice elegance for explicitness

* Remember the qualitative data

/ I NB h NEh@EPIDiicdras been briefed on the Data Equity Guahd endorses implementation. CareOregon
analysts who have received the Data Equity Guide and Training have already reported implementing the
recommendations. Substéal excitement and curiosity about this resource and training opportunity has been
expressed by a variety of teams across the organization. The Peer Review Tableau DaSkbiifaration process
developed by the CareOregon analytics team will also include a checklist to verify that dashboards have applied
recommendations from the Data Equity Guide.

All analystand staff who use or present datBopulationHealth Managerand MedicalDirector), whosupport

Columbia Pacifi€CO have completed the Data Equity Trai(@0@1 Monitoring Atvity 1 completed) This training as

well as a more comprehensive data equity curriculum will be explored f@odlimbia Pacific C&Iaff, in orderto

support more equitable and inclusive data practices. By improving both théyjafbur data and shifting our culture
around how we use data, we hope to build better strategies to support our members. Towards the end of 2021, these
recommendations werapplied to our COVHD9 vaccination graphics and for all data sharing with maéand external
partners working to improve vaccine access for our memérshelped us to develop targeted outreach efforts

tailored to specific communities.

Supportour provider network with technical assistance on equitgformed data practiceand disaggregation.

TheColumbiaPacificQuality Improvement Workgroup (QIWg) comprised of practice administration, quality
improvement staff, and providersavigators from primary carand behavioral healtklinics in theColumbia Padd CCO
region.In 2020, each monthly meeting included a discussion topic with the group around data equity. To build off this
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learning momentum,d 2021 we were intentional in sharing disaggregated data with the group and incorgpratin
additional time and spacef discussion to explore and understand the data using an equity lens.

In Q1 2021, we shared disaggregated data and facilitated discussions about the data using an equity lens during every
monthly meeting at the QIW (Januafgbruary, and March) and withur multi-disciplinaryClinical Advisory Panel

(CAP) in February. The conversation that unfolded during these discussions illuminated that many of our clinics have a
limited understanding of why data disaggregation is impaortand how it presents an ofptunity to improve health

equity.

As the COVHR9 pandemic continued to strain our network, and the Delta and Omicron surges intensified the acuity of
need and scarcity, CCO quality metrics and other resaateasive asksfoour clinical network wereyt on hold in Q2

Q4 2021. Similarly, the focus of technical assistance offered to clinics shifted from metrics and data equity to more
immediate concerns related to the COVID such as addressing staffing challenges and meaduass issues. Despite
thesebarriers, we kept a focus on data equity by ensuring that any CO¥tata we shared with our network was
stratified by race, ethnicity, and language to expose disparities and support targeted improvement(@f2ais

Monitoring Activity 2 partially copleted).

We still believe the QIW is a productive venue to work on equity and data disaggregation with our network. In 2022, we
will return to using the QIW to offer technical assistance to providesorganizationsn stratfying performance and
monitoring metrics using REAL D datal using data equity practices to identify and respond to disparitieslai®

two providers have presented stratified performance data at the QIW as part of our network learning experience. We
hope that with continued learning, technical assistancal ancouragement, additional providers will be equipped and
able to also share disaggregated data in 2022. We also intend to leverage th@Hh&BocialEmotional Health Metric

as another opporturty to illustrate the importance of data disaggregation iantifying disparities in healthcare

services and health outcomes for our members.

Increasing accuracy of demographic data

CareOregon, and by extensi@olumbia Pacifi€COhas historically been challenged with access to accurate,
complete, and higiguality demographic data for our members. Accordingindifhgs from a series of tests on the REAL
D/834 data fields received from OHA, a significant percentage of memhbeesittomplete demographic data

available. In addition, the structure of this data is inconsistent and often misaligned with REAL D standards.

These gaps and limitations substantially challengeability to use current member data to meaningfully analjiedth
disparities across REAL D demographic categories. In response, CareOregon has implemented two strategies to acqu
the most complete and accurate demographic data possible foCalumbiaPacificmembers:

1. Identifying and creating a priortation hierarchy of data sources based on reliahilipyrioritizing data collected
directly from members and/or data that is more recent and more frequently updated.

2. Building a Data Table that allows multiple data sources to feed one demogfagthjprovidirg the most
accurate and ugio-date member data.

Identify and create a prioritization hierarchy of data sources based on reliability.
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Throughout 2021, the data analytics and reporting team work  eefore Getting Started: Guidelines for Data Usage

to map OHAprovided member data from end endt member
applcation to internal databases and data tabieand
presented findings including issues, use cases, and next steg
internal stakeholders. Of specific focus was the race and
ethnicity and language fields available in the 834 Enrollment
DataFile. Future wik will address disability data as well as
examine pathways for collecting and reporting sexual
orientation and gender identity (SOGI) data available through
other sources. The analytics and reporting teeraated
standards and an andigs guide fouse of these fields including
a Peer Review Tableau Dashboard Certification process priol
dashboard publication. These findings and the 834 REAL D L

This section includes any importantrec

for using data at CareOregon. Forexample,

consistent and appropriate grouping and labeling of member demographicdata & outlined.

Data Equity and REALD

The below information 15 in addition to the CareOregon Data Equity Guide training available in Carel.This
document contains more details into the standards created by CareOregon.

Addmional resources:

= CareOregon

* Tableau NoHarm Guide - Tabkeau provided a presentation and this document at the October Tableau

UserConference
Race and Ethnicity Standardization

Race/Ethnicity Grouping

Currently, these recommendations cover data that is available for CareOregon members, from the QNXT system,
As more data becomesavalable and we become better informed, addmional standards will be developed.

Recommended Groupings and Labels for
Analysis and Reporting

Raw data available in CareOregon data
system(s)

american Indlan or Alaska Native

American Indlan or Alaskan Native

Native American

Guide and Standards were presented to the CareOregon
Analytics Community of Practiaea recorded meting on
August 17, 202Achieving our goal to have all analysts trained
on the 834 User Guide by the end of 2021. This training and
companion 834 REAL D User Guide will be added to an anal
onboarding document currently in development fase in 2022.
These standards have already been applied to 13 existing da
dashboards where stratified member data is informing
programmatic work in several departments.

Asian, Native Hawaiian, Pacific Iskander Asian or pacific Islander

Asian Pacific American

Mative Hawaiian

Pacific Islander

Subcontinent Asian American

Black or African American Black or African American

Black or African American (Non-Hispanic)

Hispanic or Latina/o/e/x Hispanic

NO ETHNICITY

Mot Provided

Not Provided

Not Applicable

Build a Data Table that allows multiple data sources to feed one demographic field.

In Q1Q3 2021the analytics and reporting team worked with membacing teams to identify a variety of REAL D data
collection points and create ebadmap for ingesting and reporting that data into one member data table. In addition,

an analyics workgroupbegan identifying issues with coding and data mapping of REAL D data for resolution in 2022.
The next steps for 2022 are to publish an analytics data table with the most updated and disaggregated member REAL
D data available to the CCO.

Devdoping tools ad trainings are effective only if they are supported by culture change and incorporated into regular
practice. The goal we are ultimately hoping to achieve through these TQS activities is to change how data is used to
improve health equitySummarized belw, is an account of our progress on each activity toward this overarching goal.

Q2 2021 Q32021 Q4 2021 Q12022 Q22022

Focus is on race/ethnicity & sex
grouping / labeling for data that is
currently available to Analysts in EDW.

: Produce 10 Clinical FIDO dashboards disaggregated by race,
ethnicity and gender. Establish ongoing governance.

Enhance EDW to include
all OHA 834 Enrollment
Member REALD data

Focus is on Analyst access to all
Medicaid member’s REALD data from
QHA

Focus is on integrating additional REALD
sources and applying any business rules
for most likely source of truth

Add other REALD data to EDW and build business rules.

Sources: GSI, YVFW EHR, Interpreter, CMS/EAM

Governance: Ongoing REALD identification, prioritization, integration and evolving our ‘
standard for how we disaggregate
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Click or tap here to enter text.

D. Project context:For new projects, include jtication for choosing the project. For continued projects,
provide progress to date since project inception.
Develop a Data Equity Guide and train staff on equitfjormed data practices.

Data has power: It is what we use to tell stories, drive stratplfios, and determine resource allocation. Defaulting to
commonRI G FylFfeéaAaa yR O2yadzYLJiaAz2y LN} OGAO0Sa OFy fSIR

In 2020, CareOregon staff from multiple departments participated in a-hartly training provided by Tusk Consulting.

¢ KA& ONFAYAY 3 YEiRY cfSRIRW y53F (o) dzayllref e AA a3 ¢l & RSaA3daySR
focused on how white supremacy influenced the development of research practices, and howisyatdam and bias
continue to show up in research and analysis. As @tre$this training, staff returned to work with increased

awareness, knowledge, and inspiration to start doing something different in their analysis. The inspiration for the Data
Equity Guide was to spread these learnings across the organization toelhamgdata is used to improve equity.

The Data Equity Training equips those who analyze and consume data with an understanding of how to present,
guestion, and think about data thrgin an equity lens. The Data Equity Guide is a document of practical
reconmendations for integrating equity into data analysis and data visualization. The guide is referred to as a set of
recommendations, rather than best practices because there will alvaysom for improvement. We expect our
understanding of how to embed ey into data analysis to change over time as our discussions and learning continue.
The Guide will primarily be used as a training and reference guide for staff who work with datvet, we are all
consumers of data, and the content will be useful t@eone who works with, asks for, or consumes data.

Competing focus areas in 20820VD-19),and substantial staff turnover have created internal barriers to broader
uptake of the [ta Equity Guide. Additionally, because we wanted to be intentional about the dewelttpand input
process for the Guide and companion training, the building of these tools was a slow process. We have targeted early
2022 for a release of the companionimang in our CareU platform to make these tools available to everyone in the
organizaion. ColumbiaPacifics also considering identifying specific roles that may be required to complete the training
on an annual basi©nce the training is availalgl CPCCO will encourage all staff to complete the course. Furthermore,
CPCCO's JustiEquity Diversity and Inclusion (JEDI) Data and Continuous Quality Improvement Workgroup will assess
staff data equity training needs and develop a tiered set of traistagdards for various job roles. Once these standards
are established, CPCCO leatd@yswill work on incorporating the training standards into annual training requirements
and new staff onboardingThis training as well as a more comprehensive data gauitriculum will be explored for all
CPCCO staff to support more equitable and sigkidata practices. By improving both the quality of our data and

shifting our culture around how we use data, we hope to build better strategies to support our members.

Support our provider network with technical assistance on equitformed data practces and disaggregation.

ColumbiaPacificCCO has substantially improved its internal abilities and expectations for stratifying data by patient
race, ethntity, and language for internal analysis. However, realistically, we cannot disatggdeda nor is it

meaningful to do so for every single external partner meeting. Therefore, in 202 didenore thinking about what is
meaningful and supportivedoward our end goal of improving equity. For example, we have shared stratified COVID
vaccination data in focused workgroups with external partners to identify opportunities to reduce disparities in access
and availability. On the other hand, we chose twpresent disaggregated overall metric performance data to our

Board of Directors bmause this content and audience would not position us to act toward improving inequities.
ColumbiaPacificstaff who analyze and present data have begun creatingefjnigs for what data should be shared,

with whom, and when. Reflecting on when dagahe most meaningful and productive has shifted our approach and
practices. Thusn 2022 and beyondather than striving for a goal to share disaggregated data in ewesting, we are
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trying to be more intentional about sharing disaggregated data atep where it will be used to identify problems and
make decisions.

Furthermore, through trainings and discussions with our network in the last couple years, we halepde\aebetter
appreciation for where our network is in termswiderstanding why data disaggregation is important and how it can be
used it to advance health equity. If we offer technical assistance to our clinics to support them in disaggregating data,
but our clinics do not recognize the value and opportunity crRated @ G KA & LINF OG A OSZ {(dKSy A
could caise harmDisaggregating data will not advance health equity unless our providers can use that information to
develop intervetions which will reduce disparities. Toward this end, we will develop our externakdaity training
approach for theQualitylmprovement Workgroumgnd oneon-one clinical meetings to prioritize understanding why

data disaggregation is essential.

Increasing accuracy of demographic data

Identify and create a prioritization hierarchy of data sources based on reliability.

Our ability to identify and addresdisparities is often limited by the data we have available to us. As we began doing
more intentional work stratifying performance by REAL D data, we realized not all our data sources included the same
level of granularity or reliability. Therefore, onéaur early tasks in this work was to identify and create a prioritization
hierarchy of data souss based on reliability artd establish structures to prioritize data collected directly from

members and/or data that is more recent and more fregtlg updated. Furthermore, we needed to upskill our analysts
to use the most reliable data and smgregate or disaggregate where needed. This necessitated the development of a
REAL D Data User Guide for all analysts in our organiZakisntraining andompanion 834 REAL D User Guide will be
added to an analyst onboarding document currently in depeient for use in early 2022. These standards have already
been applied to 13 existing data dashboards where stratified member data is informing programwaodtic several
departments. New dashboards published in 2022 will need to follow the same stindafore approval to publish.

The development of this hierarchy has already helped our organization more quickly identify and communicate pattern:
in negatve COVIEL9 outcomes as well as vaccination status across several internal and external teams.

Buld a Data Table that allows multiple data sources to feed one demographic field.

Once we identified the multiple sources of REAL D information, we identifgeedeed to build a data table that allows
those sources to feed one demographic field based biegrchy. Our intent in developing this data table is to provide
the most accurate anduw-R+ S YSYO0 SNJ RIGF gKAOK Ay &2 KéndDkan&casey | &
may come from our direct interactions with members. In either case, we vant8y 8 dzZNB y S¢ Rl (I R?2
overwritten by older or less granular data so that we can more accurately identify and address current health service
and outcone disparities among our members. Investment in building this data table has been a great famus for
growing language access work

Click or tap here to enter te:Brief narrative description

E.

CareOregon, and by extensi@olumbia Pacifi€CO, has historically been challenged with access toae¢

complete, and higiguality demographic data for our members. Accordingitdihgs from a series of tests on the REAL
D/834 data felds received from OHA, a significant percentage of members have incomplete demographic data
available. In addition he structure of this data is inconsistent and often misaligned with REAL D standards.

These gaps and limitations substantially challemgeability to use current member data to meaningfully analyze health
disparities across REAL D demographic categdnigesponse, CareOregon has implemented two strategies to acquire
the most complete and accurate demographic data possible foCalumbiaPacificmembers:
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1. Identifying and creating a prioritization hierarchy of data sources based on relmllikyritizing data collected
directly from members and/or data that is more recent and more frequently updated.

2. Building a Data Table that@lvs multiple data sources to feed one demographic field, providing the most
accurate and ufto-date member data.

It is vital to improve the completeness and reliability of our data; but data alone cannot achieve health equity. The
power of data dependsroour ability to wield it in a way that illuminates disparities and interrupts harmful patterns.
Toward this end, wavill continue todirect our TQS attention and effort on the following activities:

3. Develop a Data Equity Guide and train staff on eqniftyrmed data practices.
4. Support our provider network with technical assistance on eguityrmed data practices andisaggregation.

F. Activities and monitoring for performance improvement

Activity 1 description Develop a comprehensive Datguty Training Curriculum and establisired data equity
training standards fo€olumbiaPacificstaff.

'H Short term orH Long term

Monitoring measure
1.1

CCO staff that receive Data Equity Guide and complete coimp&ata Equity
Training.

Baseline or current| Target/future state Target met | Benchmark/future state | Benchmark
state by met by

(MM/YYYY) (MM/YYYY)
5 ColumbiaPacific | 22 ColumbiaPacific 12/2022 40 ColumbiaPaciic staff 12/2023
taff completed staff complete training complete training (90%)

training.

(50%)

Monitoring measure
1.2

Establish tiered data equity training standards @olumbiaPacif

icstaff.

Baseline or current| Target/future state Target met | Benchmark/future state | Benchmark
state by met by

(MM/YYYY) (MM/YYYY)
No data equity Tiered data equity 12/2022 Establish tiered data equit| 12/2023

training standards
in place.

training standards
developed and vetted
by CCO leadership.

training standards for
ColumbiaPacificstaff and
incorporate into
onboarding ancdngoing
learning requirements.

Activity 2 description Provide technical assistance to provider networkegpiity-informed data practices and
disaggregation.

3 Short term orH Long term

Monitoring measure
2.1

Clinics in core network (12 primary care, 3 behavioral health) trained on upds
data equity practices.
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Baseline or current| Target/future state Target met | Benchmark/future state | Benchmark
state by met by
(MM/YYYY) (MM/YYYY)
0 primary care 9 primary care clinics | 06/2023 All 12 primary care clinics| 06/2024
clinics trained. trained. and 3 behavioral health
clinics trained.

Monitoring measure | Clinics in core network (12 primary care,eéhhvioral health) that present
2.2 stratified member data at QIW to identify health disparities as part of quality
improvement plans.

Baseline or current| Target/future state Target met | Benchmark/future state | Benchmark

state by met by
(MM/YYYY) (MM/YYYY)

2 primary care 6 primary care clinics | 06/2023 All 12 primary care clinics| 06/2024

clinics have have presented. and 3 behavioral health

presented. clinics havepresented.

Section 1 Transformation andQuality Program Details
(Complete Section 1 by reping parts A through F untill TQS components have been addres¥ed

A. Project short title Project 73 Improved access to grievances and appeals for members with Limited
English Proficiency
Continued or slightly modified from prior TQSP Yes fi No, this is a new project

If continued, insert unique project ID from OHA:

B. Componentsaddressed
i. Component 1Grievance and appeal system
i. Component (if applicable)CLAS standards
ii.  Component 3 (if applicableChoose antém.
iv.  Does this includaspects of health information technology® YesH No
v. If this project addresses social determinants of health & equity, which domain(s) does it address?
A Economic stability A Education
A Neighborhood and build environemt i Social and commity health
vi.  If this project addresses CLAS standards, which standard does it primarily addrigés&iblish culturally and
linguistically qppropriate goals, policies, and management agcountabjlitv, aqd infuse them throughout the
2NHI VAL FOA2yQa LI FYYyAy3d YR 2LISNI 0A2Yya
C. Component prior year assessmeriticlude calendar year assessment(s) for the congofs) selected
with CCOor regionspecific data.
In 2019 CareOregon conducted a study tinglicatednon-white, non-English speakers submitted grievances and
appeals at a rate disproportionate to the distribution of members belonging to these demographic grbepsame
year,CareOregon conducted a study tlaatalyzedwo years of grievance data for duadlirgble members, grouped by
age, ethnicity, and when available, primary language. The findings from thisrettebled thatnon-white, nonEnglish
speakers submitted grievances at a rate disproportionate to the distribution of members belonging to these
demaographic groups.
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/' NBhNB3I2y Qa8 Hnmdod addzRe SEI Y Pyirdaréatt didinét fodi$ oh Batasiesfic t6 S Y
Columbia PacifiECO¢ KS NRAOK Ay TF2NXI A2y 3t St gofuRbiabagdfictb tevielvh NE 32 y Q.
grievance and appeals data submitted by our membarsyderto understand whether the same patterns existed in

our region.This was the impetus behirttle 2021 TQS Monitorindctivity 1 to analyzeColumbiaPacificgrievance and
appeals datato understand if lower rates of grievances and appeatssubmitted byColumbiaPacificmembers with

Limited English ProficiencyER.

In 2021, wesuccessfullypulled ColumbiaPacificgrievances data from Q4 2020 to Q3 2021, disaggregated by race,
ethnicity, and languagéeo directly examine the distribution of grievar&eompared to the REAL D demographics of our
members(2021 Activity 1 successfully completed).

Race/Ethnicity Columba PacificMembership % Grievances %
American Indian or Alaskan Native 1.6% 0.9%

Asian, Native Hawaiian, Pacific 1.1% 0.9%
Islander

Black or African American 0.8% 0.0%
Hispanic or Latina/o/e/x 9.6% 5.6%

Not Provided 19.1% 18.5%

Other Race oEthnicity 1.3% 1.9%

White 66.5% 72.2%
Language ColumbiaPacificMembership % Grievances %
English 93.8% 100.0%
Spanish 4.8% 0.0%
Undetermined 1.3% 0.0%

Other 0.1% 0.0%

As you can observe in the tables above, discrepancies emerged between the distribution of race/ethnicity and languag
of ColumbiaPacifi€ dembership compared to that of the grievances received f@otumbia | O Anferhl@e. &
Specifically:
1 66.5% ofColunbia Pacificmembers identi§ aswhite, but 72.2% of grievances were submittedvidyite
members.
f Memberswho identify as Hispanic or Latina/o/e/x comprise 9.6%¢oflumbiaPacifiQda Y SY 6 SNE KA LI
account for 5.6% of the grievance=ceived.
9 All grievances received fro@olumbiaPacificmembers were submitted in English while nearly &éur
member data indicated a preferred language other than English.

Pdling data ismportant butbringing data tcaudiences that cado something with the information is vitebo. Thus
our 2021 targes for Activity 1were:

1 To shareColumbiaPacificREAL D griemae and appeals dataith the Columbia Pacifibletwork & Quality
Committee of the Boardzommunity Advisory Councils (CACE)jcal Advisory Panel (CABhdfull Boardof
Directors(BOD) and

1 To establish a regular cadence of reportiRgEAL D grievance and appeals déth the Network & Quality
Committee CACs, CA&nd BOD.

We partially met both these targets in 202he ColumbiaPacificgrievance datavas presentedo the Network and
Quality Committeaf the Board of Directoren November 2021ThisCommitteealsoagreedto reviewing this datan
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an annual basis to monitdhe distribution of grievancesubmittedcompared to the REAL D demographics of our
ColumbiaPacificmembership.

This datavasnot shared with the CACs, CAP, or full BO2021 Since this would be the first time thegeoups would
see this data and consider this topic, wamed to ensure there would be ample time to explain teda, offer
context, and allow for questionslowever,at yearendwhen this data was availablthe agendas for these meetings
were alreadyfilled with other annualactivities andopics related tahe Omicronsurge

In 2022 we intend to bring this data to the CACs, CAP, and full Board, arabpies toincorporate yeafoveryear data

so we can ranitor longitudinal trenddy race, ethnicity, and languade. addition to sharing and monitorirthis data

with and across our governing bodi€xplumbiaPacifichasalsoincorporated asuccess indicator in our 20222024

strategic plarthat isspecifically focusd onlanguage access our grievances and appeals procdssrease by 10%
grievance and appeals submitted in Spanish over 2022 bas@&tirsemultipronged approach to accountability and
monitoring is one way we are addressi@gASandard 9:Establish culturally and linguistically appropriate goals,

policies, and management accountability, and infuse them throughou2theR I y AT | A2y Qa LIX | yYyAY

Also of notein 2021we only pulled grievances and nappeals datalisaggregated by racethnicityand languageWwe
discovered thatle labor equired to pull appealdatais more manually intensive than thmocess to pull grievances
data. Since plenty of opportunities have presented with only the grievances deatareextrapolaingthat our appeals
datalikely reflectscomparablepatterns towhat we observed in our gnnces dataand weplanto improve both
processes accordinglyhile we streamline a process to regularly pull appeals data too.

D. Project context For new projects, include justification for choosing the project. For continued projects,
provide progress to date since projanception.

Coordinated Care Organizations are contractually obligated to provide linguistically appropriate information to
members about their rights teubmitgrievances and appeals. CareOregon @ntlimbia Pacifi€CO are consistdy
compliant with OAR and CCO 2.0 contract requirements related to the accessibility of information related to our
grievances ath appealgprocessHowever, satisfying contractual requirements does not always translate to an optimal
experience for peopléhat accessheseservicesWerecognized theneedto understand patterns in the submission of

our grievances and appeal&a data However,CPCCO historically had no standard processes in place to pull, analyze, or
reportthe REAL D distribution of ourigvances and appeals dataolumbia Pacific

In 2019CareOregoronducted a study that analyzédo years of grievance data for dually eligible members, grouped

by age, ethnicity, and when available, primary language. The findingaled thatnon-white, nonEnglish speakers
submitted grieances at aate disproportionate to the distribution of members belonging to these demographic groups.

/ I NBhNB3I2y Q4 wnmdop addzRe SEI Y ryifhRd aiRdnt didinét fodi$ oh Batasiesfic t6 S Y
Columbia Pacifi€CO.

For thisreason,ColumbiaPacificset a goafor 2021to confirmwhetherthe same pattern ofower rates ofgrievances
submitted bymembers with LERould alsobe observedfor members in our region

2021wasthe inaugural year that grievancédsta was pulled fo€olumbiaPacifi¢c disaggregated by race, ethnicity, and
languageThe data confirmed a disparity betewe the percentage of grievances filed by naite and norEnglish
speaking membersompared to thalistribution of race/ethnicity and languagd GolumbiaPacifi€ éntire

membership. Thesdiscrepancies may imply that structural and ingtonal barriers are adversely impacting access to
our grievances and appeals processdmjumbiaPacificnembers, particularly our Spanisipeaking and/or

Latina/o/e/x members.
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Now that we havebserved a disparity in the percentagegsfevances that are submitted in a language other than
English and by newhite members, we se&vo componerts to our improvement work:

1) Regular and mgoing monitoing of disaggregated grievances and appeals data to maintain accountability for
outcomes andassess the effectiveness of our process interventions.

2) Exploreidentify and addresbarriers that maydisproportionatelyimpactnon-white membersor thosewith
LERN regards to grievances and appeals

We anticipate thigo be a multiyear projectas theremay bemany opportunities to assess and improve our
grievances and appeaystem, ranging from relativegimple interventionsto more complex institutionathange

E. Briefnarrative description
The two actiities we will be focusing on for thigoject in 2022 are:

1. Monitor longitudinal trends igrievances and appealataby race, ethnicity, and languagend
2. Assess internal grievances and appeals process and identify institutional barriers impactisgidingu
accessibility for membensith LEP.

Monitor longitudinal trends in grievances and appeals data by race, ethnicity, and language.

The Network and Quality Committexd the Board has agreed to review data on an annual basis to monitor the
distribution of grievances submittecbmpared to the REAL D demographics of@alumbiaPacificCCQnembership.
For future reporting of this data, we hope to incorporate yeaeryear data so we can monitor longitudinal trends by
race, ethnicity, ad language as we attempt to malour system more accessible

Since this data was not shared with the CACs, CAP, or full BOD in 20dll engage these groupa 2022around this
data.

To monitor our success for this activity, we have chosen a monitoring measureafdtiy, cadence, and target
audience of grievance and appeals data repdsig the end of 2022, our targets are to be sharing grievances and
appeals data that reflect®ngitudinal trends; and to expand our audience for this datantdude the CACs, CAP, and
full BOD.

Assess internal grievances and appeals process and identify institutional barriers impacting linguistic accessibility for
members with LEP.

Whenwe submitted own TQS report in 2021, waelievedthat our bestnext stepwould be toconduct focus group
with members from historically marginalized groups to better understand sgperiencewith and barriers taur
grievances and appeals proceshis was reflecté in Activity 2 from 2021Collect feedback from members and

communities from historically marginalized groups to create more equitable processes.

This2021 Activity included two monitoring targets:

1 Complete one focus group (06/2022); and
9 Establish procgses and structures to gelarly collect feedback from members and communities from
historically marginalized groups (12/2022).

At this time,given theongoing trauma of COVID®, and the acuity of othegriorities for communication, engagement
of ourmembers we have made the desion topostpone this activityandinstead focus our effortgternally.
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Toward this end, the second 2022 Activity for thisjectwill focuson assessing and addressing internal institutional
barriers to our grievances and appeals process to make it more linguistically accessible to members with LEP.

Columbia PacifiEC@ grievances and appeals procesadsinisered by staff from many departments across
CareOregonwhich makes it difficult to fully understarahdidentify areas that may be creating barriers for our
members.Thus our effort will begin by convening stakeholders across the CareOregon enterpcigate a value
stream map obur grievances and appeals process from beginning to Aftdr mappinghe process, we wikhpplyan
equity-informedlanguage access lens to idewtinditutional barriers anccreateaction plans to addreghiose barriers

Through this process, we look forward to identifying barriersaeee unaware of and n some cases, we already
suspectbarriers and plan to implement interventiopsuch as

1) The development and implementation of a bilingual formetmblemembersor others representing members
with LERo file grievances directly in Spanjsind

2) /| 2y RdzO0 Iy Fy2ye@yY2dza 02y adYISNE 2 Nibisto#ngd @ivEelines t6 &ssebdS NE
potential barriers that hindeBpanish speaking S Y 0 Sibt#stdhe grievance andppeals process.

To monitor our success for this activity, we hame@sen the following monitoring measures:

1. Completion of an edrto-end processnapfor submitting grievances and appeadsd
2. Theidentification of institutional barriers impacting linguistic accessibility for members with LEP.

F. Activities and monitoring for performance improvement

Activity 1 description:Monitor longitudinal trends irgrievances and appeals dataage, ethnicity, andanguage.

5 Short term orH Long term

Monitoring measure | Quality, cadence, and target audience of grievance and appeals data reports.

1.1

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
2021grievancedata | AnnualG&A data 12/2022 Annual G&A data 12/2022

presented to N&Q
Committee of the
BOD.

depicts yeaiover
yeardatato monitor
trends over time.

shared with CACs,
CAP, andull BOD.

Activity 2 descriptiont Assess internal grievances and appeals process and identify institutional barriers impacting

linguistic accessibility for members with LEP.

i Short term ofH Long term

Monitoring measure 2.1 \ Map the endto-end process for submittingrievances and appeals.

not documented.

G&A processes.

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Endend processes | Map anddocument | 12/2022

Monitoring measure 2.1 \ Identify institutional barriers impacting linguistic accessibility for members with LE

Baseline or current
state

Target/future state

Target met by
(MM/YYYY)

Benchmark/future
state

Benchmark met by
(MM/YYYY)
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No barriers
documented.

Internal barriers
identified and
documented.

12/2022

Action plans in place
to address barriers.

06/2023.

Section 1 Transformation andQuality Fogram Details

(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed

A. Projectshort title: Meaningful Language Access

Continued or slightly modified from prior TQS® Yes 'H No, this is a new project

If continued, insert unique project ID from OHA:

B. Componentsaddressed

i. ~ Component 1Access: Cultural considerations

ii.  Component 2 (if applicablefHealth equity: Cultural responsiveness
iii. Component 3 (if applicableCLAStandards
iv.  Does this include aspexbf health information technology® YesH No
v. If this project addresses social determinants of health & equity, which domain(s) does it address?

A Economic stability

A Neighborhood and build environment
vi.  If this project addresseSLAS standards, which standard does it primarily addéeg9ffer language

assistance to individuals who have limited English proficiency and/or other communication needs, at no cos

i Education
A Social and community health

to them, to facilitate timely access to all &léh care and services

C. Component prior year assessmeriticlude calendar year assessment(s) for the congofs) selected
with CCOor regionspecific data.
Throughout 2020 and 202X%olumbia Pacifi€CO hadeepened our work related to improving language accesgtr

members that we begaim 201718. In 2020 and 2021, CPC&esse@ dzNJ y S (i ¢ 2 NJ Q & meéaoirdgfulA { &

language access to our members. W this viathree methods:1) conducting anonymousonsumer assessmenta)
retrospectivechart reviewsf our networkto assess gaps and oppanities related to meaningful language accemssd
3) including a scored narrativesgessment into our Primary Care Payment Model.
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% of Total Distinct count of

Language Spoken Distinct count of Member ID CPCCO Member ID along Table

(AcrossthenDown) 10 2020 and 202Columbia

ENGLISH 31,472 sa41% PacificCCQGexceeded our
SPANISH 1,488 445% 2021 TQS monitoring goal by
UNDETERMINED 316 5% conducing 18 baseline

E:LNEEEE _ ass.essm.entﬁor various

XDREAMN : o, clinical sites amongst th2
HINDI a 1012 COre organizations that
TAGALOG 101% comprise ou network The
PORTUGUESE 0.01% assessments were conducted
THAI 2

SIGN LANGUAGES 2 0.01%

c 20L% by a certified interpreter who
posed as a Spanish speaking

RUSSIAN 1 . .

GUJARATI 2 0.01% patlemseekmg an

VIETNAMESE 1 h00%  appointment These were

ROMANIAN; MOLDAVIAN; MOLDOVAN 1 000% done virtually, and only for

JAPANESE 1 0.00%  scheduling due to the COVID

INDONESIAN 1 0.00% 19 pandemicThe

CERIAN - organizations were notified

CENTRAL KHMER 1 0.00% 9

BURMESE 1 5 o0s.  that thg% assessments would

BOSNIAN 1 be taking place and the
results were shared withliaic

leadership.Upon completion of the assessmenige discovered the following themes:

T

=2 =4 4 -4 4 -9 -9 -9

Single points of failure Clinics may have one employee they rely on for providing interpiggtah language
assistance.

Language competency testing for staff is needed

ab2x Y2z ¢SmgoLiheyirktavérdd dut of receptionist mouth when scheduling

Call Disconnected After long periods of being on hold after various transfers theatl would be disconnected
Call Transferg Moving from caller to caller until someone speaks Spanish

Not offering language assistance when appointments are scheduled

Providersthatspea G a2YS { LI} yA&aAKE

Phone Trees that go through English messaging Esgishspeaking receptionists

Inability to communicate and schedule

We also conducted retspectivechart reviews of 2018laims that had an interpreter flaig assess wither members
who required interpretation services in fact recaivihem Due to he pandemicour team was only able to review
charts for clinics that they had preexisting EMiRess to butve werestill able to review 484 encountefsr 172 unique
patients. The review kealed thatonly about 30% of the charts had evidence of an ipteter visit. We also learned

that mo

st chartsrevealed a general lack of documentation, with the exception of interpretation refusals, and that many

EMRs have reportable fields for interpreter name andh& tvere being underutilized.

The final compoent of our network assessmentas the inclusion of a scored narrative assessment within our Primary
Care Payment Mod€PCPM) It included the following components:

Narrat
Narrat

ive described how clinic offers larage assistance
ive described how thdinic ensures LEP patients know service

are offered at no cost
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Narrative described how the clinic informs individuals of the availab
of language assistance services verbally and in writing

Narrative described how the clinic ensures competendamjuage
assistance providers

Narrative identified one area of improvement and an improvement
plan

Of the 9 organizations that pticipate in ourPCPM 8 submitted the narrative and only two fully passed all the
components.Common reasons for naheeting the criteria included:

1 A lack of detail around workflows or processes
9 Certified interpreters named by therganization were not able to be fourmh theinterpreter registry
9 Skipping the question entingl

D. Project context For new projects, includgistification for choosing the project. For continued projects,
provide progress to date since project inception.

The cumulativedarning fromthe three activitiesabovehas been vital to understanding hadolumbia Pacifi€CQcan

support ournetwork in providingneaningful language access to our membdter this new TQS project veee

focudngonincreasing acceds and improvinghe quality of interpretation services, as well asproving our ability to

collectaccuratedata on interpretation services within our network.

We have learned that many of our networks do not bill @Ednterpretation vendors when they provide that service
within their clinics whichaffects the accuracof the data we receive This was either due to not realizing they could
despite also having a contract with the same vendodue to haviry their own interpretation vendor they can use for

all patients regardless of their inance plan.We have worked with outlinic partners to build awarenessf their

ability to be reimbursed for interpretation when they do have the same vendor butratsmgnize that the data we

receive via those reimbursements would never be fully ilatsie of the need or use of interpretation services. For this
reason, we have built a phased approach to collecting data inté?@i#M. For thirst-yearclinics wil be paid for
reportinginterpretation data,to incentivize them to begin building outé reportinfrastructure needed to gather this

data. The PCPM component will require submission of aggregate data with an optional ability to submit member level
data. The aggregate dataport will need to include:

0 Numerator
o Denominator
i. CareOregomprovides clinics a member rostempatients that have an interpreter flag according to MMIS/834
file and have had a visit in the measurement year. However, if the clinic adds additional members to the
denominator who have selflentified needing an intemgter but was not captured in MMIS/834 file tloéinic
O2dzf R LRGSYyGAlLtfte SINYy 4SEGNI ONBRAGE @
0 Exclusions
i. Refused interpreter and whyNew field added for 2022four predetermined values)

Member level data will be optialin the first year but will be aequirement for future years.
The incentive provided by our PCPM to encourage our network to submit interpretation data creates a foundation upon
which we can layer on our technical assistance supjooithe broader praesses required to provide highajity

clinical services for members wihequire/prefer services in a language other than Englislom our assessments in
previous years we have been able to identify which clinics in our regehigh performersWe intend to work with
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those clincs to assess their policies and procedures for providing interpretatiomvell as learn from other best
practices throughout the stataation. We planto develop aool kit as well aprocess map from th patient
perspective that would & all inclusive of the interpretation experience including such things as:

Scheduling

Phone call

In person visit and all the touch points
Offering of interpreter consistently
Materials

Data capture

Documentation irBHR

=A =4 =4 =4 =8 =8 =9

Using the above as our vision weuwd work with our clinics to map out their current state using the information we
collected via our previous assessments and their knowledge of their operaNbaghis collaboration we would seek to
identify:

1 What arethe areas of opportunity?

1 What dothe clinics want to focus on first?

1 What do the clinics need to do for their process also related to meeting the OHA quality measure?

1 What are their training needs?

This would enable us to collaborate with themBBSA cycles for further improvementards the identified ideal
state.

E. Brief narrative description

This project will build off the past feyears2 ¥ f S Ny Ay3a ¢S KI @S I OljdZANBR NBf I (
meaningful language access to our limi€dglish proficiency membg It focuses on building an infrastture to

collect data on interpretation services as well as improve thaiguof accessing those services.

Data Collection

We have built a phased approach to data collection into our Primary Care Payment Matdelltthelp incentivize our
clinics to begin building and refining their ability to report their interpretatian services. The first year will be a graded
submission on their ability to report data with no expectation of accuracy or improvementwillaiow us to build up

to the ability to have a benchmark and improvement target in future years.

Quality Improvement

We plan to collaborate with our network to create a shared understanding of best practices for interpretation provision
and to map outan ideal state. We will then use our previous learnings from gr@hymous consumer assessments,

chart reviewsand selfreport narratives from our clinics to inform our approach to helping clinics map out their current
state. That current state will farm the focus of PDSA cycles that we will support our clinics in conducting.

F. Activities and monitoring for peformance improvement

Activity 1 description(continue repeating until all activities includgdBuilding an infrastructure to collect datan
interpretation services as well as improve the quality of accessing those services.
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8 Short term orH Long term

Monitoring measure
1.1

Collect data on interpretation services fGolumbiaPacific CC@embers from 7
out of the 9 clinic systems

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
0 7 clinic systems 3/2023 TBDbased ordata

Activity 2 description Assess and begin to improve interpretation services workflows withilCttembiaPacfic CO

primary care network

'H Short term o® Long term

Monitoring measure

2.1

Colldborate with network to magpcurrent state ofindividualclinic
interpretation workflows and processes

Baseine or current | Target/future state | Target metby Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
0 4 clinic systems 12/2022

Activity 3 descriptiont Assess and begin to improve interpretatgrvices workflows within th€olumbia Pacific @C

primary care network

'H Short term o® Long term

Monitoring
measure3.1

Development of clinitevel interpretation toolkit

Baseline or current| Target/future state | Target met by Benchnark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Toolkit not Toolkit developed | 12/2022 Toolkit developed

available

Section 1Transformation andQuality Program Details

(Complete Section 1 by repeating parts A through F ualilTQS components have beenldressed

A. Project short title Oral Health Services in Primary Care

Continued or slightly modified from prior TQS® Yes 'H No, this is a new project

If continued, insert unique project ID from OHXdd text here

B. Componentsaddressed
i.  Component 10ral health integration

ii. Component 2 (if applicableghoose an item.

ii.  Component 3 (if applicableChoose an item.

iv.  Does this include aspects of health information technology?Yes No

v. If this project addresses social determinants of health & equity, which domain(s) does it address?

A Economic stability

A Neighborhood and build environment
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vi.  If this project addresses CLAS standawdhich standard does it primarily addre&?0se an item
C. Component prior year assessmeriticlude calendar year assessment(s) for the congnfs) selected
with CCOor regionspecific data.
Oral health integratiomasfocused orstabilizationto ensure continuity and feasibility of programs to sustain efforts.
While the pandemic continued to impact healthcare access and workforce shortage issues, our focusealtbral
awareness and navigation to dental services within phybiealth settings has remained steadfast.

f t NBIylFyld YSYOSNE NBYIFIAYSR | LINA2NAGe LRLMzZ I GAz2y 0
QolumbiaPacifi©Qa CA NR G { (nfvelprogtaiNBoyftihued té share/@tBrnity lists for dental plarecar
coordination.

1 Throughout the year, we continued to share monthly diabetes dashboards with medical claims denominator anc
dental claims numerator along with actionable listsy@dmberswith diabetes with dental plan partners.
GolumbiaPaciftQa YS&aal 3Ay3 SYLKIFAAT SR LI GASyda 6AGK RAL 0
utilization even during COVID. AdditionallpjJumbiaPacificCC@ & S Y op&nklRddrigator within our
largest FQHC clinic in Tillamasalccessfully integratboutreach for patients with diabetes to include key

messaging on the importance of oral health and navigation to dental.

 ColumbiaPacificCC@a A y i S 3 NI (i Shemplons bddhNihtalfandip@rary care innovations specialist
staff working together as subject matter experts. This collaboration allowed for oral health conversations during
PCP partner meetings, resulting in additional sites moving forward with iRit&l Tooth readiness assessments.

9 Virtual oral health trainings @hpresentations took place to support primary care teams with integration efforts.
Previously trained First Tooth sites nearing their thyear recertification period engaged in team triigs for
workflow quality improvement and program sustainability.

 TheCareOregoh N2 GARSNJ t 2NIFf Qa 5Sydlf /I NB wSljdzSad F2Ny
previously trainedrimary careclinic partners.

1 A portfolio of diabete®ral health educational and navigational materials was developetdth primary care
providers and members. Materials have been shared with partners and the provider resource has been added t
the GolumbiaPacifiowvebsite.

To date, we have enhancédK S a0 6SQa CANRG ¢223K GNIAYAy3 OdzNNA Odz
development tools. We have developed a dental care request mechanism Weowider Portal to ease navigation to
dental. We haverovided First Tooth trainings to 5 prary care and pediatric health systems with multiple sites using
our integrated method. Even with our additional technical assistance and resources, data indicates that preventive
dental services in primary care setlis are administered at a low rate, tiefore making this a priority area of focus for

our oral health integration TQSear to datdDecember 2021 data shows that 4.1364/8852)of childrenbetweenthe

ages 61 to 14received aPreventive Dental Servidyy amedicalprovider, these rates maghange withfull claims run

out in 2022

D. Project context For new projects, include justification for choosing the project. For continued projects,
provide progress to date since project inception.

Dental caries is recognized as one of the most commoonit childhood diseases. It is transmittable and almost

entirely preventable. According to the 2017 Oregon Smile Survey, children from lower income homes have nearly twice

the decay rates as children from higher income homes. The findings also indiedtte disparities and higher rates of

dental decay, untreat® decay, and rampant decay for Hispanic/Latinx child@mumbiaPacificCCO values the

provision of oral health services and additional access points for members beyond tradigonal settings. One of the

most impactful integration dorts may lie in welthild visits. Due to the frequency of wellness visits, there are more
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opportunities for primary care and pediatric teams to support children and their families by disctissingportance of
oral health. All members of the care tedrmom before birth through adolescence play a crucial role in oral health
education, dental navigation, and providing prevention services where possible.

This project is composed of two main conmgnits:
1) Providing basic oral health screenings, fluoridenish application and referrals in primary care.
0 Upskilling primary care provider teams to provide prevention services in primary care settings such as:
A oral health assessment or screening
A fluoride varnish application
o Enhancing the coordination of membneeds through our dental care request process and other
mechanisms that support care coordination efforts to ensure children establish a dental home.

2) Sharing member dental health information wiprimary care and integrated behavioral health through. HIT
o Providing PCPs with basic dental health data points of their empaneled members through our primary
care dashboard. This will further strengthen integration efforts and allow PCPs to discudsvignta
adherence and identify gaps in care.

Component One bolsteringoral health in primary care:

We understand that primary care teams have multiple demanding priorities for provision of care during a short visit
time. Provider buyin is essential for th successful implementation of integration practices. Wivstto make oral

health integration an easy lift and as seamless as possibtdificzalpartners. By creating integration and dental
navigation tools, and providing targeted trainings, we ainadwance the knowledge and awareness of primary care
teamson the importance of oral health for children aged©years.To incentivize this workwe havemplementeda

two phased approacto pediatric oral health integratiomto our Primary Q& Payment Mode{PCPM) Columbia
PacificCCO only has one pediatric cliniour service region so we have asked all FaMiylicine clinicsvhose

pediatric population comprises &tast 20% or moref their assigned populatioto focuson the oral health integration
work onpediatric @re. Thiswill result in12 of the 16 clinics that participate in oBCPM focusing on the approach
described below.

Phase 1: Narrative Report focused on designing clinical workflowsi&ges

During Q3 of 2022 we will ashur clinicsto submit an attestation of their ability to submit cilas for fluoride varnish
application and anarrative reportwith scoring criteria that focuses on:

9 Design and document referral pathway(s) to dental serviceslfédedicaid members in target groupsdkiages
1-14 anddiabetic patients)
1 Design and document pediatric screening or assessment and patient education workflow
1 Design and document fluoride varnish application workflow for Medicaid members in target grdggs 1 to
10.
We believe this phase will incentivize our clinics to pursue First Tooth traihimigg) the first part of 2022The
narrative report will also guide the technical assistance we will be able to provide our diinieg the latter half &
2022

Phase 2Metric Measurement & additionadrocess information

The first reporting phase will set us up to begin collecting datthe next report submission cycle, which will be in Q1
of 2023. The second phase will require participating clina@gemonstrate mprovementof Fluoride Varnish application
over prior year baseline with a benchmarke will alseollect data on clinic use of our dental referral portal and ask
clinics toinclude an attestation of selieported referral volume for derat patients
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Component 2 HIT to support oral health information sharing with primary care & integrated behavioral health

We also aim to improve dental navigation and dental visit adherence with the ultimate goal of increasing dental
utilization and lowemgthe incidence of dental caries. Now that we have current and historical claims and dental care
request data from multiple partners, we aretime position to implement thorough and meaningful data analysis

practices for quality improvementwithanegqui Sya® ¢KS t/t OKAf RNBYyQa LINBGSyi.
own health information technology tool designed to further strengthen integration efforts. This dashboard transmits
basic dental health data points to PCPs and includes informatiohednNJ YSY0o SNEQ RSyl t ySSR:
have easy access to. Training on the use of the dashboard, with oral health messaging and dental navigation tools, will
be designed to make the data actionable for partners and support member outcomasn@a PCP training,

utilization, and spread of the dental care request form builds communication pathways for care coordination with dental
plans.Thissupport addresses a gap identified in navigation to dental services where the burderfaditeon the PCP

and patient to understand and navigate the complexities of the benefit structure. Data analytics and dashboard buildou
on the percentage of children who had a dental care request form submitted by the physical health provider and who
completed a dental visit, may provide insight on gaps within the navigation system, health disparities and/or access
concerns. This will allow for datiriven conversations and improvement activities with PCP and dental plan partners on
timely access to cardnalysis of First Tooth oral assessment and fluoride varnish claims data to understand variability ir
data and determine strong and underperforming clinics will allow for shared learning and additional technical assistanc
The development and spread ofilorobust pediatric oral health integration toolkit, including oral screening tools for the
newly added D0190 dental screening code for primary care, will support these efforts for both iftane@regon
departments and external partners.

E. Brief narrative description

This project is focused on supporti@@lumbia Pacifi€CO members receiving oral health services within a primary
care settingand upskilling our primary care clinioscollaborating on oral healthwe strive to achiee this by focusing
on the following components:

1) Providing basic oral health screenings, fluoride varnish application and referrals in primary care.
0 Upskilling primary care provider teams to provide prevention services in primazysettings such as:
A oral health assessment or screening
A fluoride varnish application
o Enhancing the coordination of member needs through our dental care request process and other
mechanisms that support care coordination efforts to ensure children establdental home.

2) Sharing member dental health information with primary care and integrated behavioral health through HIT.
o Providing PCPs with basic dental health data points of their empaneled members through our primary
care dashboard. This will furthetrengthen integrathn efforts and allow PCPs to discuss dental visit
adherence and identify gaps in care.

We will support these above componentsinyegrating oral health into our Primary Care Payment Mpdaating
toolkits and other supportive matetig, andproviding Fist Tooth trainingglong withongoing technicahssistance to
our primary care clinics.

F. Activities and monitoring for performance improvement

Activity 1 description(continue repeating until all activities includgdral Health in Primary Care: Déye and share a
robust pediatric oral health integration toolkit for CCO staff and network providers
A Short term orH Long term
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Monitoring measure
1.1

Development of comprehensive integration toolkit

Baseline or currat | Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Toolkit not Toolkit developed | 04/2022 Toolkit developed | 04/2022

available

Monitoring measure
1.2

Distribution of integration toolkit witltechnical assistance

Baseline or current
State

Target/future state

Target met by
(MM/YYYY)

Benchmark/future
state

Benchmark met by
(MM/YYYY)

No toolkits
distributed

Toolkits distributed
and technical

assistance provide(
to 4 provider sites

04/2023

Toolkits distributed
and technical
assistance mvided
to 4 provider sites

04/2023

Activity 2 description Enhancing HIT: Add dental engagement data tod&SRboards. Data to include dental visit

information, preventive dental services metric data and dental plan/clinic assignment
5 Short termor’H Long term

Monitoring measure 2.1 | Addition of actionable dental data on PCP dashboards

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Dental data not on | Dental cata added | 10/2022 Dental data added | 10/2022

PCP dashboard

to PCP dashboard

to PCP dashboard

Monitoring measure 2.2 | PCPsrained on the use of the acti

onable dashboard

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmak met by
state (MM/YYYY) state (MM/YYYY)
No provider sites | 4 provider sites 04/2023 4 provider sites 04/2023

trained

trained

trained

Activity 3 description Enhancing HIT: Work with the analytics team to determine the number and percentage of
children who had a dental carequest form submitted by the physical health provider and who completed a dental

visit, and todevelop a data dashboard visualization.
3 Short term orH Long term

Monitoring Completion of a dashboard to visualize dental care requests

measure 3.1

Basline or current | Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Dashboard not Dashboard created 12/2022 Dashboard created 12/2022

available

Monitoring Analyze and monitor the number and pentage of dental care requests for childre
measure 3.2 that result in a completed dental visit within 30, 60, and 90 days of the request.

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Baseine not Determine 2022 04/2023 Baseline 04/2023

available baseline and future determined and
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improvement future
target set. improvement
target set.

Activity 4 description Oral healthoutside of dental settings: Analysis of dental services in physéedih claims for

quality improvement

3 Short term orH Long term

Monitoring measure 41

2023.

Determine baseline performance at the RIE#el of sites applying fluoride varnish in
primary @re and determine an improvement target for fluoride varnish applications i

Baseline or current
state

Target/future state

Target met by
(MM/YYYY)

Benchmark/future
state

Benchmark met by
(MM/YYYY)

Baseline
performance data
not available

Baseline determined

3/2023 (to allow for
claims runout)

Baseline determined

3/2023 (to allow for
claims runout)

Noimprovement

2023 improvement

3/2023 (to allow for

2023improvement

3/2023 (to allow for

with accompanying
findings and progres:
report

target set target set claims runout) target set claims runout)
Monitoring measure 4.2 | Dental claims in physical health data analysis developed and reported

Baseline o current | Target/future state | Target met by Benchmark/future Benchmark met by
state (MM/YYYY) state (MM/YYYY)

Data analysis Data fully analyzed | 06/2023 Data fully analyzed | 06/2023

with accompanying
findings and proggss
report

Monitoring measure 4.3

Deliver provider findings anesources for quality improvement

Monitoring measure 44

resources delivered
to 4 provider sites

Baseline or current | Target/future state | Target met by Benchmark/future Benchmark met by
state (MM/YYYY) state (MM/YYYY)
No findings available] Findngs and 12/2023 Findings and 12/2023

resources delivered
to 4 provider sites

Spreadmplementation of fluoride programis primary care network

developedand
documentedfluoride
varnishapplication
workflows

developedand
documentedfluoride
varnishapplication
workflows

Baseline or current | Target/future state | Target met by Benchmark/future Benchmark met by
state (MM/YYYY) state (MM/YYYY)
3 partnershave 7 partnershave 12/2022 7 patners have 12/2022

developed and
documentedfluoride
varnishapplication
workflows
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Section 1 Transformation andQuality Program Details
(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed

A. Project short title ImprovingBehavioral HealticcessExpansion and Integratiaof Behavioral Health
Services in Primary Care Settings
Continued or slightly modified from prior TQS® Yes 'H No, this is a new project

If continued, insert unique project ID from OHA:

B. Components addressed
i.  Componentl: Access: Quality and adequacy of services
i.  Componen® (if applicable)Behavioral health integration
iii. Component 3 (if applicablekccess: Timely
iv.  Does this include aspects of health information technology?YesH No
v. If this project addresses social determinants of health & equity, which domain(s) does iss®@ldre
A Economic stality i Education
A Neighborhood and build environment i Social and community health
vi.  If this project addresses CLAS standards, which standard does it primarily adfinesse an item
C. Component prior year assessmerinclude calendar yearssessment(s) for the component(s) selected
with CCOor regionspecific data.
According tocColumbiaPaciQa Hnanum 5SSt ABSNE {@adSY b Suagaviliimeasdadcess 9 €
standards foradult and pediatric mental health and subste useservices.Only 7% of oupediatric and adult
populations that reside iareas of dzNJ NB I A 2 y RN I lgHagtiméeStRetraveal timé alzdaccess standas
for substance use treatmenbut still meet the rural standards.

Table 3—DSN Time and Distance Analysis—Service Categories Below 100 Percent Access—Urban

Percentage of

Members Members With
Service Category Access Standard Without Access Access (%)

SUDPA 1 in 30 miles or 30 mins 166 93.1

Despite thiswe know that an increasing number of our members are not accebsingviord health servicetargely

due tothe behavioral health workforce shortage that has impacted otarga behavioral health providers particularly
negatively. Selfeport datafromS+ OK O2dzyi & Qa [/ 2YYdzyA (e adesfds thdt théréScanfbé Kt
a waiting period (for some members) for appointments with individual therapists following discharge from acute care.
Wait times appear to be increasing, especially for merstunder the age of 18, but this has resulted in a desedn

overall behavioral health utilization by our members:

1. Number ofunigue members receiving mental healftfiH) services (including primary carg¢ compared to the
total number of member months in the same period.
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Columbia Pacific CCO MH Penetration Rate

19.00%
18.87%

18.50%

18.00% 18.07% 17.89%

0,
17.95% 17.57% 17 45% .
17.50% 17.67% ;

17.51%
17.47% ’ 17.39%

0
17.00% 17 10%

16.50%

16.00%
Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

2. Number ofunique members receiving substance use disof&fDkervicesificludingprimary care compared
to the total number of member months in the same period.

Columbia Pacific CCO SUD Penetration Rate

8.60%

8.50% 8.49% 8.44%

8.46%
8.40% 8.40%

) 8.45% 8.28%
8.30% 8.36%

8.30%
0,
8.20% 8.14%

0,
8.10% 8.03%

8.00% 7.94%

7.90%
7.91%

7.80%
7.70%

7.60%
Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

D. Project context:For new pojects, include justification for choosing the project. For continued projects,
provide progress to date since project inception.

Timely access for members to recequgality behavioral health services has remained a chaklefiog the region. The

rates of unique members receiving behavioral health services decreased as the T9dmiemic progressed and was

especially noticeable in the 2021ata sets. The data above shows a y@zer-year decline of approximately 1.77% in

the rate of uniqgue members receiving mental health services. Additionally, there was-awsrarear decline of

approximately 0.55% in the rate of unique members recgigabstance use disorder services.

There are a multitude of factors that influencedette trends including, but not limited to: themporaryshift to
outpatient services being solely available via telehealth (due to the pandemic); the addition oferatens in 2021
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who access services at reduced rates, compared to previous member sphiodtthe behavioral health workforce
crisis, which has limited available capacity.

For many years, CareOregon and Columbia Pacific CCO have funded an integrated behavioral health model as part of
Primary Care Payment program with primary care. Y/ s RSt F20dzaSR 2y aK2 NI a i 2 dzOKS
health issue that is &cting a physical health condition. Over the past many years, we grew to understand our network
FYR YSYOSNRAE yYySSRaA F2NJ Ay ONEBI a$Bany prinary card dinics Wwerefoffeting duk &
members counseling services out of needt bot getting paid for them

Duringthe prior year (2021)Columbia Pacific CCO executedtract amendments wit multiple Primary Care providers

to reimburse for behawral health services (such as therapy and case management) delivered in those settings. These
contract amendments put primary providers in a position where tta@y nowreceivereimbursemert for these critical
services. Even witthese new contracts in place, Columbia Pacific CCO has not observed that this factor alone resulted
in a meaningful improvement relative to regiavide access to behavioral health service in 2021.

In 2022, we sek to build off of our strong partnerships with primary care and our Community Mental Health Programs
(CMHPs) to develop a shared clinical model to actually expand behavioral health servicesiin gaite beyond current
state. We hope to identify certaipopulations on which to focus (ie members with DM and depression, teen members
with depression as an attempt to prevent suicide, or members needing Autism assessment and diagnoses etc.), as we
develop a bidirectional referral pathway between primaryeand CMHPs. In addition, we will develop a toolkit

illustrating the model and processes to help primary care implement it. By providing focus and scoping, we hope to
support primary care in expami their ability to provide needed behavioral health seeg to our members in a timely

and high quality way, where they are already receiving care. This project may also include ways to build capacity of the
behavioral health workforce in primary carenié collectively find this is required.

E. Brief narrative description

After taking all factors listed above into consideration, Columbia Pacific CCO recogniggmbeunity to further

expand the delivery of behavioral health services in Primary Care. Théetalgoals of this project include: 1.)
promoting the integration of physical and behavioral health services in Primary Care settings; 2.)iimytteas
availability and accessibility of behavioral health services throughout the region. 3.) furthengddoth the criteria and
pathways for bidirectional referrals for specialized behavioral health services between Primary Care and outpatient
behavioral heklih providers.

The first phase of thprojectincludesdefining target populations and clinicadnsiderations for members receiving
behavioral heal services in primary care. In this phase, Columbia Pacific C@®paiild upon and refinthe Four
Quadant Clinical Integration model tgpecifywhich populations a& emphasized for behavioral health services in
primary care based ophysical and behawial healthrisk factors and complexiti.he work to refine this model will also
resultin providing greagr clarity forprimary care providers on when to refer outside of primary care to moreigfired
behavioral health services. This information willibcorporated into technical assistance offeringgrimary careo
support them as thegontinue to operationaliz&ehavioral health integratioand bidirectional referrals We have
already started a draft of the clinical referral model
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CLINICAL PATHWAYS BETWEEN SPECIALTY CLINICAL PATHWAYS BETWEEN SPECIALTY
MENTAL HEALTH AND THE MEDICAL HOME MENTAL HEALTH AND THE MEDICAL HOME
most recent update: September 20, 2021 most recent update: September 20, 2021

| Where to include concept of myth-busted psychiatric

. . ds only (aka, med primary)?
Specialty Behavioral Health meds only (aks, med primary)

How much in detail do we want to go with regard to
defining the bi-directional referral flow?

Transfer Criteria Teansfer Criteri 1. define urgency levels: routine vs. “fast-track” with
» Evaluation Completed Behavioral Health warm or “hot” hand-offs

* Medication Regimen needs are primary and .
Stablel and not too too complex4 2. record sharlng
complex2 * Med regimen too 3. clear and easy way to reverse the referral flow,
» Behavioral Health complex2 i.e., get the patient back to where they were—
Treatment Plan in * Patient too unstable to within what time limits would quaiif\«r for
place, including be managed in the . )
Psychiatric Meds Plan, medical home immediate return
e.g., monitoring e Diagnostic Challenges
requirements e Need of med
* No recent3 psychiatric appointments too
ED/IP visits frequent
o Family/Other Supports
in place

Medical Home

Thesecondphase of theproject involvegdlevelopinga glidepath fomew alternative payment model(s) which support
the delivery of behavioral health services in primaaye.The objectivein this phasencludes: 1.) reviewing

past/current payments to primary caggoviders for behavioral health servic2g evaluating projected costs associated
with supportingprovider expansion of behavioral heakrvices3.) identifying and selecting the most viable alternative
payment methodology for funding the expansion ehlavioral health services in primary care.

The third phase of the projegtill be focused on the implementatiauf the first and seced phases in collaboration with
primary care providerdnthis phase, technical assistance mniority populationsand bidirectional referral processes
will bemade available to all primary caceganizationsvho are opting in to expanding batioral hedth servicesin
addition, the phase wilhclude finalizing and executing nelternative paymenagreemens with identified primary
care partners which will result in the expansion of behavioral health servidasughout this project we will continue
to monitor our number of unique members receiving mental health aotistance use services. Due the workforce
shortage we do not believéhere is any easy way testore those services tapre-pandemicbaseline but believe that
as we execut@ew contracs with primary care partners we should begin t@ service utilization increase.

F. Activities and monitoring for performance improvement
Activity 1 description(continue repeating until all activities includgdDefine priority population focus for behavioral health
services in primary care afulild technical assistand®olkit for providers to implement populatiodriven straegies

for deliveringdirect behavioal health services and supportingdirectional referrals to more specializeditpatient
behavioral health services.
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'H Short term om Long term

Monitoring measure
1.1

Define population strategy with priority populations and clinicat-offs for retaining
members in behavioral health services in primary caksusreferring tospecialized

outpatient behaviord health services.

clinical referral
criteria

No priority
populations identified
on which to focus BH
service expansion in
primary care.

identified and
agreed upon by
network
Established strategy
with identified
priority populations
and clinical criteria
for referral

Baseline or current Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
No stratey with Priority populations| 12/2022

Monitoring measure
1.2

Develop toolkit tosupport behavioral healtintegration and bidirectional referraprocess

toolkit developed to
support primary care in
implementation

developed (focusing
on abo\e priority
populations) and
toolkit developed

Baseline or current Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY
No clinical model or Clinical model 12/2022

Activity 2 description Research andaVelop alternative paymerglidepathto support the expansion of behavioral
health services in primary care

'H Short term o Long term

Monitoring measure
2.1

Evaluatecurrent state of payments for behavioral health services in primary care

complete

Baseline or current Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
No evaluation complete| Paymentevaluation | 12/2022

Monitoring measure
2.1

Developalternative payment glidepath for behavioral health in primary care

Baseline or current
state

Target/future state

Target met by
(MM/YYYY)

Berchmark/future
state

Benchmark met by
(MM/YYYY)
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No alternative payment Alternative payment| 12/2022
model model created

Activity 3 descriptiornt Research and develop alternative payment glidepath to support the expansi@haVioral
healthservices in primary care

A Short term ofH Long term

Monitoring measure Deliver technical assistance support to primary caganizatiors on behavioral health

31 integration'expansionusing navly developedtoolkit

Baseline or current Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)

No clinicgeceiving 4 clinics receive 12/2022

technicalassistance technicalassistance

Monitoring measure Executenew contractsfor alternative payments to priary care providers deliverg

3.2 expanded levels of integrated behavioral health services
Baseline or current Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)

No contractsexecuted | 2 executeccontracts| 3/2023

Sectionl: Transformation andQuality Program Details
(Complete Sectiord by repeating parts A throughFuntil all TQScomponentshave been addressed

A. Project short title ExpandingransitionSQupportto ObservatiorPatients
Continued or slightly modified from prior TQS# Yes 'H No, this is a new project

If continued, insert unique project Hbom OHAAdd text here

B. Gomponentsaddressed

i.  Componentl: SHCNEull benefit dual eligible

ii. Component (if applicable)Choose an item.

ii.  Component3 (if applicable)Choose a item.

iv.  Does this include aspects of health information technology?YesH No

v. If thisprojectaddresses social determinants of health & equity, which dofsailoes it address?
A Economic stability N Education
A Neighborhood and build emginment A Social and community health

vi.  If this project addresses CLAS standards, which standard duéndrilyaddressTThoose an item

C. Component prior year assessmeriticlude calendar year assessm@tor the comporent(s) selected
with CCQOor regionspecific data

Over the pasyear due to the workforce shortage, staffing and resource constraints and other repercussibas of

COVIBEL9 pandemicwe have noticed observation stays occurring at eguadt increased rates of inpatient hospital

stays. Knowingndividuals in observation status face similar risks and health challenges as those with an inpatient
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status, the/ / hRegional Care Team (R@il) be offering the same transitions supportadi members with a hospital
stay categorized as observatiorasis.

In 2021 196 of hospitalizations fa@lumbiaPacificmembers
discharged from observation status, representing a portion of our
population that did not receive extra transitioassistance. With our
Dual populatiorO2 Yy i Ay dzAiy3a (G2 3INBg 066 8IQ0S
Benefit Dual Higible (FBDEmMembers in our service region this year)
this expansion of support will ensure members with special health care
needs facing a timefavulnerability will now have a membef the RCT
assigned to coordinate services between settings of care, including
appropriate discharge planning for shderm and longterm hospital
and institutional stays that reduce duplication of assessment anel ca
planning activities. It will alsmeure each member with SHCN
experiencing a transition will have an ongoing sowfeare
appropriate to their needs and a person designated as primarily
responsible for coordinating appropriate and services for alotigside
them.

Health Care
Coordinator

Single Collaborative
Care Plan

Provider
Network

D. Projectcontext: For new projectsniclude justification fochoosinghe project. For continued projects,

provide progress to date since project inception.
Transitioral careis acore function within our care coordinatioservicesand co LINB K Sy a A @St & Libyy a |
incorporating their goals, preferences, and clinical statdsidence based interventions are utilized to meet the needs
of all members transitioning in and out of facilitiased care settings, including emergencpai@ments, acute care
hosptals, sklled nursing facilities and other lortgrm care settingsHospital discharge is a complex process
representing a time of significant vulnerability for members. Due tq ttassitions support is currently provided &l
FBDEnembersexperiencing hospitalizatiowith an Inpatient statuselated to a physicdiealthor psychiatric health
exacerbation or crisis. Thisrk reflects best practice in member care, improves health outcomes and stgppo
meaningful reductions in readmission rates

The ransitional interventions are based on evidence of current best practices, incorporating elements from Eric
Coleman, the Naylor @nsitional Care Model, and practices gleaned from {pigiforming organiztions (in particular,
Community Care of North Carolina).
¢CKS n LAETEFNBR 2F 9ONRO /2tSYlFyQa GNIyaadaz2y Y2RSt | NB
education), access to member's health record and timely feligwvith provider.
1 Medication Reconciliationthe RCTCare Coordinator, and in some cases@@Qlinical pharmacist, partners with
GKS YSYOSNRa t/t G2 I &adzNEB conciielwitd prdiisgcBaygd medigation redgiviedsO K | N
1 Understanding red flags (member eduion): the Care Coordinator reviews health education information shared
with the member throughout the transitions period.
T 1 00Saa (2 YSYo Shwtake ordinatbruekifiedddatdha idner receives and understands their
discharge summanydditionally, theCare Goordinator encourageand assigmembersto enrollin a patient portal
with their PCP if able.
1 Timely followup with provider:the Care Goordinator assurethe member has a pogtospitalization followup visit
scheduled (wih PCP or other providers if necessary) and works with the member to make it to their appointment(s)
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The assigned Care Coordinator is the point of contact for the member, legal representative/caregiver, providers and
others involved in the member's carertiughout the transitions process. The Care Coordinator reaches out to introduce
themselves and mainta involvement throughout th@bservation periodiength of stay and discharge from the facility.
The Care Coordinator is responsible for facilitating ttecess from admission through discharge to ensure continuity of
care and promote transitions into thmost appropriate, independent and integrated commurigsed settings.

Transitional care support includes but is not limited to:
1 Comprehensive needs sessment

Care plan development and distribution

Discharge planning

Postdischarge outreach, and

Caseamanagement

=A =4 =4 =

The comprehensive assessment identifies needs related to physical health, behavioral health, oral health, medication
management and social datminants of health to create the individualized care plan. During this process, the care
coordinatorworks with the member's current primary care teabehavioral health team (when applicablgrimary

dental provider (when applicablegnd the facilly treatment team to identify gaps in the member's current provider list
and determine if an &rnate or specialty provider is needed. Upon identifying gapsCdre Goordinator works to find
alternate providers and secure timely follewp services upodischarge. The Care Coordinator assists with connecting
members to appropriate providers regdeds of whether they are inetwork or outof-network.

E. Brief narrative description

This project will expand owurrentevidencebasedtransition support verkflow to include observation
admissions/discharges along wiphysical health inpatient and behavioral health inpatistatysfor all SHCNFBDE
members. During this first year we will focus on trackitng percentage obbservations admissiondischargsthat
receive transitions support as evidenced by completion of a transitions assessment and/or enrolltnansitonal
support programWe will alsarackour overall readmissiorrate for observation admissions/discharges in alignment
with tracking d the CCO quality metric for alhuse readmissions.

¢KS 2@0SNI NOKAY3I 3F2Ff 27F KA avorki@yahdirdervédtoR fBiBipievidusly misged S &
and vulnerablgpopulationfrom which we wilbe able toinnovate meaningfullyrad creatively Potential future

expansion may includeut is certainly not limited t@pecific and responsive chronic condition interventionprecise

focus and utilization of Conne€lregonin response to specifiocialdeterminant of health trends oderved in

population data.

F. Activities andmonitoring for performance improvement

Activity 1 description(continue repeating until akctivities includedt Trackingotransitions for observation hospital events

'H Short term or® Long term

Monitoring measure 11 \ Track percentage afbservational stays that receive full transitions support
Baseline or current | Target future state | Target met by Benchmarkfuture Benchmark met by
state (MM/YYYY) state (MM/YYYY)
0 100% 12/31/22 100% 12/31/22
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Monitoring measure 1.2 | Add text here

Baseline or current | Targef future state | Target met by Benchmarkfuture Benchmark met by
state (MM/YYYY) state (MM/YYYY)
No current report Develop monthly 12/31/22 Includeadditional 12/31/23

report to track detail in monthly

percent of report to include

observation stays care plan issue typeg

that receive (SDoH, BH, chronic

transitions suport condition)and/or

admitting diagnosis
info to better
understand areas of
opportunity for
population
intervention

Activity 2 descriptiont Statewide quality metric for CCO:-8Huse readmissions

5 Short term orH Long term

Monitoring measure 21 | Establish baseline for readmission réwe Observation status
Baseline or current | Target future state | Target met by Benchmarkfuture Benchmark met by
state (MM/YYYY) state (MM/YYYY)
No current data Baseline determined| 12/31/22 % reductiorfrom 12/31/23
currentrate year
over year

Section 1Transformation andQuality Program Details
(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed

A. Project short title SpeciaHealth Care Need®on-Dual Medicaid: RCT psychiatric transitions tracking
Continued or slightly modified from prior TQS® Yes 'H No, this is a new project

If continued, insert unique project ID from OHXdd text here

B. Components addressed
i. Componentl: SHCN: Noduals Medicaid
i. Component (if applicable)Serious and persistent mental illness
iii. Component 3 (if applable):Choose an item.
iv.  Does this include aspects of health information technology?YesH No
v. If this project addresses social determinants of health & equity, which domain(s) does it address?

A Economic stability i Education
A Neighborhoodand build environment N Social and community health
vi.  If this project addresses CLAS standards, which standard does it primarily adfnesse an item
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C. Componentprior year assessmeninclude calendar year assessment(s) for the component(syisel
with CCOor regionspecific data.
- Columbia Pacific CCO does not have any psychiatric hospital beds within our serviceThigion.
rﬂ‘.—«\‘ results in our members needing to seek services outside of our region rgsulté41% of our
e co.umb.a\\ population not meetig the rural access standard skrvices being available within 60 minutes or
) 60 miles. Thenap to theleft illustrates where these members are concentrat€dut of area
hospitalizations increases the risk that mieers will not receive adequate supportsthsy
return to their communities. This is exacerbatedtihy behavioral health workforce shortage
that has impacted ouin-area behavioral health provideparticularlyhard. Sdf-report data
fromSI OK O2dzy e Qa / 2 YYdzy A\OMHPiad®stathat thete §dn belaK t NP
waiting period (for some members) for appointments with individual therapists following discharge from acute care.
Wait times appear to be increasing, especially for merstunder the age of 1&ut this has resulted in a decrease in
overall behavioral health utilizationytour members:

Columbia Pacific CCO MH Penetration Rate

19.00%
18.87%

18.50%

18.00% 18.07% 17.89%

17.95% 9
0 - 17.45% 17.35%

. o
17.50% 17.67%

. 17.51%
17.47% ’ 17.39%

17.00%
° 17.10%

16.50%

16.00%
lan-21  Feb-21 Mar-21 Apr-21 May-21  Jun-21  Jul-21  Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

D. Project context:For new projects, include justification for choosing the project. For continued projects,
provide progress to date siaqroject inception.

The state quality measure of Folleup after Hospitalization for Mental llingdse. Seven Day Follow Up Metric

provides one standard way of assessing the effectiveness of our current network and the ability to meet the needs of

our most vulnerable popations. Additionally, we know that meeting this standard timeline reflects best practices in

client care, improves health outcomes, and supports meaningful reductions in readmission rates.

Columbia Pacific 7 day follow up The graph to thdeft showsa decrease ithe percentage of

members who received follovup within seven days of a
hospitalizationin 2021. Currently our network is facing significant
access and capacity constraints which have an impact on members
who would benefit from timely follow up after sha& significant life
event. This current state leads to members engaging with other

J8STe partsof our system, including emergency departments, at a higher
frequency while they attempt to have their needs meet in the
interim.

2019 2020 2021
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The increase iwait times at our partner agencies have hadigect impact on our Intensive Care Coordination (ICC)
teams and their ability to coordinate follow up appointments for avembers.

Transitional care is a core function within our care coordination serbiggR O2 YLINBEKSy aA @St & L |
incorporating their goals, preferences, and clinical status following a hospitalization for mental illness. Hospital
discharge is a complex process representing a time of significant vulnerability for merblerso this, transitions

support is currentlyrovided to all members experiencing psychiatric hospitalization. This work reflects best practice in
member care, improves health outcomes and supports meaningful reductions in readmission rates. Th&ogoal i
connect the member to the right care atelright time in the right place.

The assigned Care Coordinator is the point of contact for the member, legal representative/caregiver, providers and
others involved in the member's care throughout the tramsis process. The Care Coordinator reachesoutttoduce
themselves and maintain involvement throughout the length of stay and discharge from the facility. The Care
Coordinator is responsible for facilitating the process from admission through disdioaggsure continuity of care and
promote transiions into the most appropriate, independent and integrated commuhigged settings.

Transitional care support includes but is not limited to:
1 Comprehensive needs assessment
Care plan development and ditation
Discharge planning
Postdischarge outrach, and
Case management
Supporting connection to communityased outreach/engagement teams

=A =4 =4 4 A

The comprehensive assessment identifies needs related to physical health, behavioral health, oral healthiamedicat
management and socideterminants of health to create the individualized care plan. During this process, the care
coordinator works with the member's current primary care team, behavioral health team (when applicable) and the
facility treatment team o identify gaps in the meber's current provider list and determine if an alternate or specialty
provider is needed. Upon identifying gaps, the care coordinator works to find alternate providers and secure timely
follow-up services upon discharge. The Gaomrdinator assists witbonnecting members to appropriate providers
regardless of whether they are-imetwork or outof-network. However due to access issues, this is becoming more
difficult resulting in members staying engaged with care coordinatingdo.

Anecdotal informatin from ICCs indicate members are staying on caseloads longer due to lackt@eftorpmmunity
oFaSR &dzZlJLl2NIia F@GFAtlIotS 6KAOK AYLI OGa OFasStz2lIR aal S:
benefit from htensive care coordinatiosupport.

E. Brief narrative description

The goal of this project is to improvenely access to follow up care after a hospitalization for our most acute and
vulnerable members living with Special Health Care Ne&g@alsimbia Peific CO must ensure we are able@tpull
accurate data to aid in current understanding and development efj@ng improvement targets. First, our data team
will work to reconcile three data sources, to create an accurate and reliylehiatric transittnsreport for those
members requiring severday followrup and coordination on discharg@rovider performance on meetingday
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follow-up timelines will be shared with contracted network partners in order to identify targeted areas for
improvement.

Ensiring that we can accurately track the current status of follow up timelinesirmetwork will allow us to highlight
current agencies that would benefit from workflow improvement assistance. Workflow improvement will build upon our
existing care coordirteon efforts for this population.

Currently anyColumbia Pacifi€CQmember who is admitted to inpatient acute care is automatically scegelny one of

our Intensive Case Coordinators on the Regional Care Team (RCT). The RCT helps coneextdvibimmost

appropriate outpatient supports and ensures that members receia@laww up appointment with a new or their
established behavior healthrovider. The ICC team has difficulty connecting members to care in a timely way, resulting
in reoccurence of ED utilizations and exacerbation of presenting problems. Additionally samm@sactions have led to
longer service periods for ICC coordinatiand a decline in the number of members that have access to this level of
service intensity.

The daa team will build a monthly report including initial-@nth lookback period that W track caseload size and
member days in engaged status for cao®ination programs: member provider support and Intensive Care
Coordination. Accurately understandiogseload sizes and timelines trends will allow us to better understand how our
careO2 2 NRAY I GA2Yy NBA&A2dzNDOS A& 0 Siiteisive lexiela df suppSriaid alfo s to8sasy dzy
staffing and resources needs on the care coordinati&@m. In doing so, we Wl better be able to seve our memberQ

needs by expanding coordination services if needed, or focusing time and resources where gheatestimpact

The final aim of this project will be focused on decreasing days to fisddble appointment for each agency identified
through our internal access data. We hope to partner with the identified agencies to strengthen workflows, improve
inter-agency collboration, and increase member satisfaction for this populati@olumbiaPacificis working on
implementing new access reporting measures in 2022 that will provide data on wait times to next avadakdé
healthand SUD appointments, as well as waiies toaccess evidenebasedmental healthservices for individuals wit
an SPMI diagnosis (e fssertive Community Treatment).

F. Activities and monitoring for performance improvement

Activity 1 description(continue repeating until all activities includgdEnsure internal accuracy in reportingse¥enday
metric

'H Short term o® Long term

Monitoring measure |/ | NB h N&@ ®afrondl reconcile data from three unique sources to create
1 reliable data from which to track.
Baseline or current | Target/future Target met by Benchmark/future | Benchmark met
state state (MM/YYYY) state by (MM/YYYY)
Currently data CareOregon is abl{ 12/2022
trackingsevenday to produce the
follow up is not seven day follow
available, outside of | up data in house
agency seffeport accurately and

reliably to inform
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provider
performance

Activity 2 description Revew of data todetermine list of partner agencies where access is currently most prohibited

5 Short term orH Long term

Monitoring measure

Identification of current partner agencigs K 2a€eess timeline exceed the sevel

2.1 day follow up target
Basdine or current Target/future Target met by Benchmark/future | Bendimark met
state state (MM/YYYY) state by (MM/YYYY)
Onetime seltsurvey | Ongoing surveys | 12/2022
of agencies and tracking of

timeline across

agencies

Activity 3 description(continue repeating until all activities included Ensure clear understanding of ICC caseload size and
duration of member engagement

A Short term orH Long term

Monitoring measure | Build monthly report (including 12 month look O1 0 G KI G OF LG o

1 caseload size and length of member status: engaged for two care coordinatiol
programs: Member provider support and Intensiveeaoordination.

Baseline or current | Target/future Target met by Benchmark/future | Benchmark met

state state (MM/YYYY) state by (MM/YYYY)

Selfreport CareOregon is abl{ 12/2022

information only to produce a
monthly caseload
size report
including member
time in engged

status

Section 1Transformation andQuality Program Details

(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed

A. Project short title Monitoring the Impact of the COVHD9 Pandemic on Deferred Cammongthe
PediatricPopulation

Continued oslightly modified from prior TQS® Yes 'H No, this is a new project

If continued, insert unique project ID from OHXdd text here

B. Components addressed
i.  Componentl: Utilization review
ii. Component 2 (if applicableChoose an item.
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ii.  Component 3 (ipplicable)Choose an item.
iv.  Doesthis include aspects of health information technology? Yes No
v.  If this project addresses social determinants of health & equity, which domain(s) does it address?
A Economic stability i Education
A Neighorhood and build environment i Sodal and community health
vi.  If this project addresses CLAS standards, which standard does it primarily adfinesse an item
C. Component prior year assessmernclude calendar year assessment(s) for the conept(s) selected
with CCOor regionspecific data.
Due to the COVHR9 pandemicColumbia Pacifi€CO saw a significant decrease in overall utilizatiaervicesThe
concern regardingwerall decreasén utilizationof servicess deferred cee, which can lead to downstreanegative
health impacts for our membership, as wadl aoreboundé increased utilization over time.

ED and PCP Quarterly Utilization

1200.0
1000.0
800.0

600.0

Visits per 1,000 members per quarter

400.0
200.0 -
-y R . ) L — Goos e e s o e - - ®
0.0
Q12020 Q22020 Q32020 Q42020 Q12021 Q22021 Q32021 Q42021
= & = [D Visits-Adults PCP Visits - Adults ED Visits - Pediatrics ==@== PCP Visits - Pediatrics

GolumbiaPacificconducted an evaluation to assess whether the pandemic was causing members to forgo or delay
seeking care. Our analysis showed more than 1 in 5 (2bf4%9mbers who hadne chronic condition did noteceive
care from a primary care prowvéd during the pandemiahis iscompared to 1 in 10 (10%f those withmultiple chronic
conditions during a 1-Pnonth period. While Emergency Department (ED) utilization decreased owsritlie pandemic
persisted we observed certain subpopulations camted to frequent the ED at higher rateompared to the population

overall One of those subpopulations included pediatric members who were largely presenting to the ED for concerns

aroundrespiratory issues. Thgrevalence of asthma among tiie/ hp@datric population is 7.6% and asthma was the
primary diagnosifor 67 Emergency Department visits in 2021 among pedi@tiigmbiaPacificmembers.

D. Project context For new projects, include justification fan@osing the project. For continued prajs,
provide progress to date since projentepion
This project focuses on utilization management in 2 different ways:

1. Columbia Pacific CCO will develop a continual utilization mamgdo track and monitor
decreased utilization due to the pandemic for gediatricsmembers with chronic conditions
and/or missed preventive car8y doing so, we will be able to identify various populations who
may need direcbutreach to improve health outcomes.

2. Given our ability to impactie health outcomes of the pediatric asthma population, we will
develop a program to wrap services around this population, with a special focus on those with

Page45 of 60 Last updated3/14/2022



OHA Transformation and Qu#} Strategy(TQS) CCOColumbia PacifiECO

asthma who required an ED mpatient stay. We will also regularly track ED and inpatient
utilization for this population, weekly.

Program components:

Columbia Pacific has a robust Regional Care Team (RCT), which includes a clinical pharmacist that can support
medication review for pediatric members and their families or guardians. The RCT clinical pharmacist has established
relationships with the primar care network and attends weekly case huddles with our network. The pharmacy team
The RCT pharmacist will do a medication review and communicate any recommendations with the PCP and discuss at
asthma action plan for the member. Columbia Pacific has fadds a Healthy Homes program that supports
environmental home assessments and remediation for any living conditions that may aggravate or worsen a child or
IR2ft Sa0SyiaQ aldKYlF® aSYOSNR ¢6Aff 0SS NBTSyNaNSseurcészwel K S
believe the pediatric asthma management program that has been developed will help reduce potentially avoidable
utilization of the ED and IP admits related to asthma exacerbations.

E. Brief narrative description

Tomonitor the impact of the pandemic on threduced utiliza2 Yy 6 S Q@S awea8yNDIBoIVG Bport of
pediatric members aged 2 to 18 wiasthma will be run to identify pediatric members who had an ED visit or IP
admission in the prior week his will help us to understand if our pediatric populatioga#ting reengaged with their
primary care providerso complete routine preventive carand for chronic condition management and monitorifige
membersin the weekly reportvill alsobe revieved by our Regional Care Team, which includes a Clinical ptiatpta
determine if the admission was related to their asthma diagnosis. For thosehbm it was determined asthma was a
factor in their ED visit or IP admission, a case review will béumbed to assess potential drivers of their utilization and
referrals to resources will be magdas well as enrojualified members in the progm described above In addition,
RCT care coordinators iglipportthe parentgguardiarsin setting up a follow up visit with their PCP to hekestablish
appropriate utilizatbn of the health system as we move out of the pandemic

F. Activities and monitoring for performance improvement

Activity 1 description(continue repeating until all activities includgdevelopment of weekly report listing atlembers

with pediatric asthma with an ED visit or IP admit (Action R@pa@kh outcomes regrt for those members who received
an intervention will be developed to track any future ED visits or hospital admits, allowing the comparisonawifdpre
postintervention utilization (Utilization Report).

3 Short term orH Long tem

Monitoring measure | Action Report built in Collective

1.1

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)

No standard Action reprt built | 06/2022 Report will be run | 09/2022

reporting on in Collective listing weekly forRCT to

pediatric asthma
ED vsits or IP
admits

all pediatric
members with
asthma with an ED
visit or IP admit
with an asthma

review and act
upon.
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related diagnosis

(Action Report)

Monitoring measure
1.2

Outcomes Reporcreated

Baseline or current| Target/future state | Target met by Benchmark/future | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
No tracking of A report on those | 12/2022 Comparison of 12/2023

pediatric asthma
related EDvisits or

members

those members
with, and without

IP admits

intervened on by
RCT, and the
subseuent
ED/hospitalizations
post intervention,
will be monitored
guarterly
(Utilization Report)

the intervention in
the colort will be
used to determine
impact of program
on improving
clinical quality
outcomes and
ROI3.
Comparison of
intervention types
will be used to
determine most
effective tactics to
reduced
ED/Hospital
utilization in this
cohort.

Activity 2 degription: RCT clinical pharmacist review of membmrsveekly Collective reporbtreview medications,
assess medication adherence, and outreach where necessary to improve asthma control.

3 Short term orH Long term

Monitoring measure 2.1 \ RCT Clinicéharmacist review of member hospital utilizatioreav

reconciliation is

have medications

parent/guardian/caregiver

Baseline or Target/future state Target met by | Benchmark/future state | Benchmark
current state (MM/YYYY) met by

(MM/YYYY)
Medication 50% of members in the | 09/2022 Outreach to member 12/2022
review and weekly cohort report will and/or

not routinely reviewed by RCT clinical regarding:
done for pharmacist, with outreach 1 Use of inhaler and
pediatric to provider and/or spacers, if
hospital events| member/family/guardians applicable
related to when opportunities for 1 Review of proper
asthma educational counseling tg inhaler technique
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improve asthma control
are found.

M Guidance on when

to use

maintenance vs.
rescue inhalers

Activity 3 description Referral to Healthy Homes program for home environmeassessment for conditions that
aggravate asthma and development of plan for remediation, as appropriate.

8 Short term orH Long tem

Monitoring measure 3.1| Referral to Helthy Homes program

Baseline or current

Target/future state

Target met by

Benchmark/future

Benchmark met by

referrals to Healthy
Homes program

cause for hospital
utilization will have
a referral to
Healthy Homes

finding impacting
their asthma have
the issue
addressed or
corrected.

state (MM/YYYY) state (MM/YYYY)
Pediatric members| 50% of members ir| 09/2022 50% of pediatric | 12/2023
with an asthma the weekly cohort memberswho

related ED wit or | report for whom have a

IP admit do not asthma was environmental

receive routine confirmed as the homeassessment

Activity 4 description 5 S@Sf 21LJ 2y I32Ay 3 Y2y AlG2NRyYy3

2F dziAt AT GAZY

chronic condition®r missed preventive cara order to identify population health strategies to improve health

outcomes

3 Short term orH Long term

Monitoring measure4.1 | Utilization tracking method or dashboard developed

of pediatrics
members with
chronicconditions
or missed
preventive care
receiving care Sinc
the COVIEL9

pandemic

potential under
utilization

Baseline or current| Target/future state | Target met by Benchmark/uuture | Benchmark met by
state (MM/YYYY) state (MM/YYYY)
Baseline Ongoing 09/2022

assessment/study | monitoring of

Section 1 Transformation andQuality Program Detis

(Complete Section 1 by repeating parts A through F ualilTQS components have been addres¥ed

A. Projectshort title : Project 78 PCPCH Supports
Continued or slightly modified from prior TQSR Yes A No, this is a new project
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If continued, insert unique project ID from OHAS:

B. Components addressed
i. ~ Component 1IPCPCH: Tier advancement
ii.  Component 2 (if applicablePCPCH: Membenrollment
ii.  Component 3 (if applicableEhoose an item.
iv.  Does this include aspects of health information technology?YesH No
v. If this project addresses social determinants of health & equity, which domain(s) does it address?

i Economic stability i Education
A Neighborhood and build environment N Social and community health
vi.  If this project addresses CLAS standards, which standard does it primarily adginesse an item

C. Component prior year assessmeriticlude calendar year assessment(s) for the congmfs) selected

with CCOor regionspecific data.
Patient/ SY G SNBR t NAYINE /FNB 12YS ot/ t/ 10 FaasSaavySyd Aa
Recognition Information for Oregon Payers excel document wlitimbiaPacificCCChas ingested to map across our
counties

We use this data to do proactive outreach to clinicaieas with noor few PCRH recogiized clinicsepresented by
orange circles on thmap. In 2021we identified Seasidand Vernonia as areas tocus basean patient population
density and assignmeiatn the PCPCH maphis map intentionally excluded Washington and Lincoln counties to focus
on regional clinics as a priority. The map denotes potential areas of opportunity as it shows clinics that tea/anlegs
attestation in the PCPCH programll three clinics idetified in Seaside and Vernianare now PCPCH recognized as
illustrated in the table below (2021 TQS Monitoring activity 2 complete).

Count of Assigned Members PCPCH Tier
30 W ssTAR
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Page49 of 60 Last updated3/14/2022



OHA Transformation and Qu#} Strategy(TQS) CCOColumbia PacifiECO

We alsaincentivizetier recognition by requiringlinics to bePCPCH tied to participate inour Primary Care Payment
Model (PCPMand requiring PCPGHEcognitionto get quality bonus payout for CCO metriCéinics that are in other
valuebased paymenarrangementsaside from our PCPBRre incentivized byaving their payment leveksdjusted

accordingo PCPCH tiegtatus.

We currently have 93% of Columbia Pacific CCO members assigned torB&@@ided primaryare clinics in our
region.You can see this broken down in the tables below by Tier leveCRELC@embership.

Members
in Tier 3

Members
in Tier 2

Total
Golumbia
Pacific
Members
hip and
Total
PCPCH
primary
care
clinicavie
mbers in
Tier 1

4106

Members
in Tier 4

21740

Members
in Tier 5

4793

Percent ofCPCCO
membersassigned

to PCPCH recognize
clinics

Total Membership

33033 93%

*includes membes whose
primary care clinicare
outside of our region

ColumbiaPacificPCPCH recognized clinics that serve 80753 members in our region

PCP Name County
Adventist Health Tillamook
Bayshore Medical Pacific

City

Adventist Health Tillamook

Tillamook Med GRP
22Y§yQé g CI
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PCPCH Tier # of Members % ofColumbiaPacific
Assigned Membership

Tier 4 689 2%

Tier 3 1370 4%
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Adventist Health Tillamook
Tillamook Medical Group
Manzanita

Adventist Health Columbia
Tillamook Medical Group
Vernonia

Adventist Tillamook Tillamook
Medical Plaza

Columbia Memoral Clatsop
Hospital PrimaryCare

Clinic

Columbia Memorial Clatsop

Hospital Medical Group &
Urgent Care Seaside

Columbia Memorial Clatsop
Hospital Pediatric Clinic

Columbia Memorial Clatsop
Hospital Primary Care

Coastal Family Health Clatsop
Center

Columbia Medical Clatsop
Services

Community Health Center Columbia
of Clatskanie

Flewelling, Kathleen R Clatsop

Legacy Clinic SHelens Columbia
Internal Medicine

Legacy Clinic St. Helens  Columbia
Pediatrics

OHSU Family Health Columbia
Center at Scappoose

Providence Seaside Clatsop
Rainier Health Center Columba
Rinehart Clinic Tillamook

Sacagawea Health Centel Columbia
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Tier 3

Tier 4

Tier 4

Tier 4

Tier 4

Tier 4

Tier 4

5 Star

Tier 4

Tier 4

Tier 4

Tier 4

Tier 4

Tier 3
Tier 3
Tier 4

Tier 3

491

648

1326

1338

661

1550

1504

4290

121

1249

175

1604

1193

5438

1799
800
1228
93

1.5%

2%

4%

4%

2%

5%

5%

13%

0%

4%

0%

4%

4%

16%

5%
2%
4%

0%
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